CHIVES OF 


A Symptom Rating Scale for Use with 
Psychotic Patients 
Richard L. Jenkins, James Stauffacher, 
and Ruport Hester 


Practice of Surgery in a Neuropsychiatric 
Hospital 
Walter Marchand 


A Transactional Model for Psychotherapy 
Episodic Behavioral Disorders—Schizophrenia 


or Epilepsy 
Parents of Schizophrenics, Neurotics, and ee 
Normals 


Roy R. Grinker 


Seymour Fisher, Ina Boyd, Effects of Reserpine, |proniazid (Marsilid), 


Donald Walker, and Dianne Sheer and Triiodothyronine (Trionine), and of 
Reserpine Alone 
Self-Perceptual Patterns Among Ulcer 
Patients William J. Gallagher, 
Alla Schroeppel, 
Vorton A, Lieberman, Porothy Stock, and Carl C. Pfeiffer 


and Roy M. Whitman 


Chlorpromazine, Triflupromazine, and 


Delusion Formation During the Activation of Prochlorperazine in Chronic Psychosis 
Chronic Schizophrenic Patients ; ; 

Thomas Hanlon, Kay Ota, 
‘lan A, Stone and Stanley H. Eldred Clara Livchitz, and Albert A. Kurland 


Disappearance Rates of Infused Epinephrine 
G.U imokur, S. B. Guse, and Norepinephrine from Plasma 
Gerald Cohen, Bernard Holland, 
and Marcel Goldenberg 


Patients’ and Physicians’ Judgments of 
Outcome of Psychotherapy in an Outpatient Books 
Clinic 


Francis 1. Board 


Subject Index 


\\ 
+ 
| 
i 
F 


10 NEW BOOKS IN 
PSYCHIATRY 
TO ADD TO OUR 
BIG LIST... 


Publishing Books and Monographs 
Is Our Business 


PSYCHOPATHIC. PERSONALITIES 4, Kurt 
Schneider, Univ. of Heidelberg. Translated by 
M. W. Hamilton, Oxon. “One of the major con- 
tributions to the problem is set forth in this volume. 
Professor Schneider's views have been of enormous 
influence and his classification is widely adopted in 
continental countries, Whilst these may be expected 
to challenge some deeply held convictions, nobody 
ignorant of them can mean anything by the term 
‘psychopathy’ unless he has taken them into ac- 
count.”—-From the Foreword by E. W. Anderson 
(Manchester). Pub. Dec. °58, 170 pp., $3.75 


THE ART OF LISTENING by Dominick A. Bar- 
bara, Vew York City. A comprehensive study of 
medical, psychological, philosophical and communi- 
cative aspects of listening. Demonstrates that listen- 
ing is a live process and sets forth basic essentials 
of productive listening for professional and lay 
groups concerned with language and communication 


problems, Pub, Jan. °59, 208 pp., | ib, $5.50 


THE ROOTS OF PSYCHOANALYSIS AND 
PSYCHOTHERAPY hy S. A. Szurek, [niv. Calli- 
fornia School of Medicine. This book may disturb 
your thinking if you are a trenchant and_thick- 
skinned educator who wants a stimulating exercise 
in his search for elements in current knowledge and 
experience which might become some of the founda- 
tions of a theory of general psychotherapeutics—for 
it is offered as a discursive pursuit of one possible 
theoretical analysis of basie factors in the thera- 
peutic process as the writer knows it. Pub. Dee. 
*58, 144 pp., $4.25 


RECREATION IN TOTAL REHABILITATION 
by Josephine L. Rathbone, Columbia University, 
and Carol Lucas, Federation of Protestant Welfare 
{gencies, Inc. Replete with suggestions that will 
lead all interested in rehabilitation to be creative in 
building programs within institutio where the 
wise use of patients’ leisure time can be used to 
hasten recovery. Oriented to clinical practice. Pub. 


May °59, 424 pp., $9.50 


EVALUATION OF CHANGES ASSOCIATED 
WITH PSYCHIATRIC TREATMENT /y Marvin 
Reznikoff and Laura C. Toomey, both of the 
Institute of Living, Hartford, Connecticut. What 
really happens to a patient receiving psychiatric 
treatment? HERE IS YOUR ANSWER~— an. over- 
view of current thinking and achievements in the 
area of clinical research involving the treatment of 
psychiatric patients, Includes fascinating research on 
all types of treatment--PSYCHOTHERAPY, SHOCK 
THERAPIES, LOBOTOMY, and TRANQUILIZING 
MEDICATION, Pub, June °59, 132 pp., $4.50 


THE PSYCHIATRIC NURSE IN THE GEN- 
ERAL HOSPITAL by Mary A. Tudbury, Taunton 
State Hosp., Taunton, Massachusetts. For the first 
time an expert offers real, practical guidance to hos- 
pital and nursing service administrators in the gen- 
eral hospital and in fact to anyone interested in the 
institutional management and patient care of emo- 
tionally disturbed patients at the ward level. QUALI- 
FICATIONS, PREPARATION, and ROLE of the 
Psychiatric Nurse Expert are clarified. Pub. Nov. 
°58, 96 pp., $3.50 


PSYCHOTHERAPEUTIC DRUGS Ashton L. 
Welsh, Univ. Cincinnati. This much-needed and 
timely book brings together in one source important 
information about certain psychotherapeutic agents 
for which “peace of mind” has been claimed. It should 
be required reading for every physician who pre- 
scribes ataractic drugs. Pub, Dee. °58, 144 pp.. 
(Amer. Lee. Dermatology), $4.75 


TOPICS IN PSYCHIATRY edited by T. Fergu- 
son Rodger, R. M. Mowbray and J. R. Roy. 
\ refreshingly different book providing “an account 
of how a consistent and unitary psychiatry can emerge 
from the convergence of ideas if we are not afraid 
to borrow concepts from every relevant field.” Inter- 
nationally known authorities like Kirman, Maver- 
Gross, and Penrose give depth and breadth. Pub. 


Dec. °58, 274 pp., $4.00 


HYPNOSIS IN) MODERN MEDICINE (2nd 
Ed.) Edited by Jerome M. Schneck, State Univ. 
of New York, Eleven contributors provide a breadth 
of experience, This symposium of experts points out 
the multiplicity of ways in which hypnosis ean be 
incorporated in the psychotherapeutic setting, New 
literature reviewed for the Second Edition covers 
areas of concern to most clinicians with views and 
experiences that can serve to stimulate their investi- 
gations and thinking. “It is unreservedly recom. 
mended.”—4m. Jl. Psychotherapy. Pub. March °59, 


100 pp., $8.75 


DIFFERENTIAL TREATMENT AND PROG- 
NOSIS IN SCHIZOPHRENIA /y Robert D. Wirt, 
Univ. Minnesota. and Werner Simon, } 4 Hospital. 
Minneapolis. This is one of the very few controlled 
studies on the new drugs. Because of careful design 
and nearly 100 per cent follow-up, it gives psycholo- 
gists, physicians, social workers and all interested in 
psychopharmacology a unique method for prognostic 
comparisons of lasting value. “Now we know a little 
more definitely why we shall do certain things for 
future patients.”"—From the Foreword by Starke R. 
Hathaway and Donald W. Hastings. Pub. May °59, 
212 pp., 8 il., $6.50 
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RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 
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with no risk of drug-induced depression 
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PHYSICAL TENSION 
by relaxing skeletal muscle 
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limbic system 


spinal cord 
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Acutely agitated, | 
destructive and assaultive, 


MARCH 5, 2:00 P.M. 
Receiving oral SPARINE. 
ARCH 4, 10:00 A.M. Quiet but alert. Contrite 
SPARINE, I.V., has been given. about smashed window. 
atient in light sleep. 

“an be awakened readily, 

ind responds to questioning. 


SPARINE quickly controls acute psychotic episodes, then maintains 
control while definitive psychiatric treatment is provided. SPARINE 
facilitates accessibility, speeds rehabilitation, simplifies care. 


SPARINE acts most rapidly by intravenous injection; for effective 
maintenance, the oral or intramuscular route is usually used. It is 
well tolerated in all three methods of administration. Comprehensive 
iterature supplied upon request. 
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Promazine Hydrochloride, Wyeth 
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Still on oral 

SPARINE, maintenance 
dosage. Ready 

for psychotherapy. 


= 
: 
a 
¥ 
: 


a PROVED IN 
QS Bas ALCOHOLISM 


a “chemical fence” for the alcoholic 


“ANTABUSE” helps the patient resist his compulsive craving for alcohol. With one dose a day 
he finds he cannot tolerate alcohol without experiencing extreme discomfort. By keeping the 
patient away from alcohol, “ANTABUSE” serves as a valuable adjunct to psychotherapeutic 
measures for the correction of underlying personality disorders. 


“Antab ."" brand of DISULFIRAM (tetraethyithi disul- 

fide), in 0.5 Gm. tablets of 50 AYERST LABORATORIES 

and 1,000. Complete information available on request. New York 16, N.Y. « Montreal, Canada 
5906 
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The joy of belonging in epilepsy. Today, as never before, the epileptic child can look for- 
ward to a life unburdened by the constant and crippling fear of being difftrent. With a choice 


_ of seizure-preventing drugs available to him at every stage of his develog 


place with friends or family . . . 
>of in the past. Presented here are five distinguished anticonvulsants thAt can help you give 
4 


mt, he may take 
work .. play ... belong . . . with affreedom undreamed 


S BY ABBOTT 


this mg of all gifts: a normal life ANTICONVULSA 


PEGANONE?® ceinotoin, Avdott) A hydantoin of exceptionally low toxicity for grand mal and psychomotor 
seizures. PHENURONE® (Prenacemide, Avdott) Often effective where other therapy fails in grand mal, petit 
mal, psychomotor and mixed seizures. GEMONIL® (metnarvita!, Avot) Relatively non-toxic, for grand mal, 
petit mal, myoclonic and mixed seizures symptomatic of organic brain damage. TRIDIONE® 
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MORRIS 


first report on a new and significant antidepressant 


restores the 
depressed, 
despondent or 
suicidal patient 
often without 


recourse to E.C.T.* 


QUICK-READING SUMMARY 
chemistry-pharmacology: Nardil, 
first discovered in 1956 by Scott 
and Chessin,5 is beta-phenylethyl- 
hydrazine dihydrogen sulfate, a 
powerful inhibitor of monoamine 
oxidase in the brain.® 


clinical response: many depressed 
patients respond with an elevation 
of affect within 4 to 8 hours. Self- 
deprecatory feelings and even sui- 
cidal ideation rapidly subside. 
Depression is lifted without the 


new and rapidly 
effective treat- 
ment for true 


(endogenous) de- 


pressions, affec- 
tive or organic 


Nardil 


brand of phenelzine dihydrogen sulfate 


overstimulation of sympathomi- 
metic amines. Remission generally 
occurs within 2-6 weeks. 


side effects, toxicity: clinical trials 
since 1957 have revealed no toxic 
effects on blood, liver or kidneys. 
Few side effects have been en- 
countered. However, dosage levels 
higher than recommended may 
produce transient postural hypo- 
tension, constipation, impotence or 
delayed micturition. 
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first report on a new and significant antidepressant 


brand of phenelzine dihydrogen sulfate 


a new, rapidly effective 
treatment for true (endogenous) depressions, 
affective or organic 


restorative activity 
apparent in hours 
objective 
antidepressant 
response in days 
complete remission 
in 2 to 6 weeks 


side effects transient 
and mild 


Common among the experience 
reported by several investigators 
during the Nardil trials was this 
new drug’s speed of action, high 
percentage of complete to good 
remissions, the relative lack of 
toxicity and the infrequency and 
mildness of side effects. 

Many patients report a lift in 
mood within four to eight hours. 
A new sense of purpose is accom- 
panied by a rapid dispersal of self- 
deprecatory feelings, ruminative 
thinking and suicidal ideation. 
Sleep and appetite are improved.! 

Sainz? reported that, of his se- 
ries of 122 patients, 89 per cent of 
the depressed affectives and 82 per 
cent of other endogenous depres- 
sions had complete remissions fol- 
lowing Nardil. 

Maximum improvement was al- 
ways noticed not later than five 
weeks after the onset of therapy.? 
This investigator then concluded 
that Nardil “...appears to be a 
treatment which...compares to 
electrocoma therapy in scope, ra- 
pidity of action and freedom 
from serious side effects.””? 

This observation has also been 
made by Thal! as a result of his 


experience with Nardil in 180 pa- 
tients with true (endogenous) de- 
pressions. “In the treatment of 
depression, the response to this 
antidepressant therapy approaches 
the response generally obtained 
from electro-shock therapy. Eighty 
per cent of patients were dis- 
charged from the hospital... within 
60 to 90 days following commence- 
ment of treatment with Nardil.” 
Electroconvulsive therapy was not 
used in any case. 

Saunders and colleagues* found 
that all their patients with true 
(endogenous) depressions had 
complete relief of their sympto- 
matology within 10 to 15 days of 
therapy with Nardil. 

In over 1,000 patients to date: 
liver dysfunction did not occur, 
clinical hypotension was rare. 

Nardil has a preferential distri- 
bution to the brain—not the liver. 
The investigations of Sainz? in 122 
moderate to markedly depressed 
patients revealed that Nardil was 
well tolerated “...because no he- 
patic, hemopoietic or central nerv- 
ous system parenchymatous 
damage (had) occurred or been 
foreshadowed.” The experience of 
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Thal! in 180 patients, and that of 
Saunders® as well, disclosed no 
toxic effect after careful analysis 
of liver function tests and blood 
studies. 

Postural hypotension has ap- 
peared among a few patients given 
Nardil in a dosage range higher 
than that recommended.? But since 
the incidence does not appear to 
be clinically significant, it does 
not detract from Nardil’s particu- 
lar value in ambulatory as well as 
hospitalized patients. 

Indications: Nardil is indicated 
in the treatment of true (endoge- 
nous) depressions of an affectual 
or organic nature. Depression as- 
sociated with catatonic schizophre- 
nia may be relieved, although 
Nardil itself has no effect on schiz- 
ophrenic mechanisms. 

Side Effects: The occasional 
side effects which have been re- 
ported include postural hypoten- 
sion with the expected associated 
signs, transient impotence, nausea, 
ankle edema, delayed micturition 
and constipation. These can be 
adequately managed by appropri- 
ate adjunctive therapy or will 
abate as dosage is reduced to the 


MORRIS PLAINS. 


maintenance level. 

Caution: Even though no toxic 
effects on the liver have been re- 
ported with the use of Nardil, as 
a matter of caution patients should 
be carefully followed with liver 
profile studies and the drug should 
be withheld or used with extreme 
care where the patient has a his- 
tory of liver disease or where liver 
damage is present. Also, hypoten- 
sive patients should be under close 
medical supervision. 

Dosage: Recommended starting 
dose is one 15 mg. tablet three 
times a day with meals. Improve- 
ment is usually seen within one 
week. After maximum benefit is 
achieved, usually over a period of 
several weeks, the dosage is slowly 
reduced to a maintenance level de- 
pending upon individual needs 
and may be as low as 15 mg. daily. 
In the occasional patient who does 
not respond to the above starting 
dose, an additional one or two 
15 mg. tablets may be given at 
bedtime. 

Supply: Bottles of 100 orange- 
coated tablets, each containing 15 
mg. phenylethylhydrazine present 
as the dihydrogen sulfate. 


References: 1. Thal, N.: Cumulative 
Index of Antidepressant Medications. Dis. 
Nerv. System 20:197 (May) 1959. 2. Sainz, 
A.: The Phrenopraxic Activity of a Non- 
noxious Antidepressant, Ann. New York 
Acad. Sc. (in press) 1959. 3. Saunders, 
J. C.; Roukema, R. W; Kline, N. S., and 
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An entirely 

new compound 
originated 

in Geigy research 
laboratories, 
Tofranil: 


Indications for 
Tofranil include: 


Exercises selective action on 
the symptoms of uncomplicated 
depressions 


Is effective in 70-85% of cases, 
particularly those of endogenous 
depression 


Is frequently successful in even the 
most profound and chronic cases 


Is virtually devoid of serious 
side reactions 


Reduces the need for electro- 
convulsive therapy 


May be administered by either oral 
or intramuscular routes 


Endogenous Depression 

Reactive Depression 

Involutional Melancholia 

Senile Depression 

Depression Associated with Other 
Psychiatric Disorders 


In order to insure optimal results 
with minimal risk of side reactions 
physicians are urged to study 

the “Statement of Directions” 
before prescribing Tofranil. 


Availability: 

Totrénit® (brand of imipramine HC!) Sugar-coeted, 
coral-colored tablets, 25 mg. each, in botties of 100. 
Ampule for only, each 


containing 25 mg. in 2 cc. of solution (1.25 per cent) in 
cartons of 10 and 60. 
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Tofranil” in the Treatment 


brand of imipramine HC! 


potent and ve OF Depressions 


Geigy Ardsley, New York 
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anxiety~ 
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PrOgress ...in private practice 


Supplied: 


Miltown reduces both overt and covert anx- 
icty levels and helps the patient overcome 
neurotic inhibitions. It improves patient co- 
operation and facilitates productive sessions." 


in hospitalized patients 


In hospitalized chronic schizophrenics, 
Miltown produced favorable changes in be- 
havior, reduced anxiety and made patients 
more manageable.” Significant improvement 
was obtained in 74% of 58 patients with anx- 
iety reactions or affective disorders and in 
of 111 chronic schizophrenics. 
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unmarked, coated tablets, unidentifiable by the 
patient) and as MEprosran* (Miltown continuous 
release capsules). *TRADE-MARK 
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Practice of Surgery in a Neuropsychiatric Hospital 


WALTER E. MARCHAND, M.D., Bedford, Mass. 


The purpose of this article is to present 
the special characteristics of the practice of 
surgery in a neuropsychiatric hospital which 
I have observed over the past 13 years. 

The clinical significance of the lack of 
complaint by psychotic patients in acute 
medical and surgical disorders and the 
manner of taking the medical history, per- 
forming the physical examination, and in- 
stituting a plan of treatment with the patient 
suffering from a psychosis have previously 
been reported.'* The more important find- 
ings of these studies were as follows: 

1. Acute myocardial infarction, acute 
perforated peptic ulcer, acute appendicitis, 
and fracture of the hip, which ordinarily 
have a sudden onset with severe pain, may 
frequently occur in psychotic patients with- 
out a complaint being offered. 

2. Since subjective symptoms are usually 
lacking in the physically ill psychotic pa- 
tient, careful observation of these patients 
for objective signs of physical illness is 
constantly necessary. The first indication 
of a major illness may be one or more of 
the following signs: weakness, vomiting, 
syncope, change in physical activity, dysp- 
nea or tachypnea, weight loss, abnormal 
report of routine laboratory examination, 
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pallor, change in psychotic behavior, limp- 
ness, and jaundice. 

3. The physical signs of any particular 
illness are not altered by the presence of 
a psychosis. 

4. The presence of a psychosis, in gen- 
eral, does not preclude the obtaining of the 
medical history, the accomplishment of ex- 
aminations, or the institution of any form 
of treatment that modern medicine has to 
offer. 

5. Despite references in the medical 
literature to the contrary, the mortality rate 
from surgery in a neuropsychiatric hospital 
need not be higher than that in nonpsychi- 
atric hospitals, as shown in the surgical 
experience at this Veterans Administration 
Hospital. 


Surgery and the Psychotic Patient 


Physiological Considerations —Numerous 
biochemical and physiological abnormalities 
have been found in schizophrenic patients, 
including a low order of response of the 
adrenal glands to stress.*° It might there- 
fore seem that such patients would be poor 
candidates for tolerating the stress of sur- 
gery. This, however, has not been our 
experience clinically. Schizophrenics, as 
well as patients in other psychiatric diag- 
nostic categories in general, tolerate as well 
the stress of disease, convalesce as rapidly 
from disease, and heal their operative 
wounds as promptly as do nonpsychotic pa- 
tients of comparable age. While in general 
this is so, there are, nevertheless, instances 
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to the contrary, particularly the patient with 
dementia paralytica (general paresis). This 
statement, however, must be taken in the 
light of the life history of most of these 
patients, which includes, among other things, 
the confinement to a ward, which often 
entails restriction of activity for 20 years 
or longer, the far-advanced mental deteri- 
oration, which in many has led to a vegeta- 
tive or near-vegetative existence, and the 
presence of chronic undernourishment, de- 
spite all measures to correct it. In terms 
of a physical fitness rating, patients such 
as these would score the lowest; but despite 
this, and unless they are afflicted with some 
serious intercurrent medical or surgical dis- 
order, they do surprisingly well and, as 
shown by Ehrentheil and Muench,® live on 
and on into old age. 

It has long been recognized that schizo- 
phrenic patients, and in my experience other 
psychotic patients as well, do not cough 
as readily or as frequently as do nonpsy- 
chotic patients. I have found that the clin- 
ical significance of this fact is that hemop- 
tysis is seen but rarely in psychotic patients 
with pulmonary tuberculosis, as well as that 
a higher-than-usual postoperative spread of 
tuberculosis was noted in our patients un- 
dergoing thoracoplasty and plombage pro- 
cedures. 

The rather intense vasoconstriction often 
seen in catatonic schizophrenics, as well as 
the peripheral edema so frequently seen in 
patients who stand or sit for hours in one 
position, has in my experience played a 
part in causing a high frequency of severe 
cellulitis of the leg (Ochsner’s syndrome) 
and in the rare case of phlebothrombosis 
with pulmonary embolism. 

Psychiatric Considerations —Hypochon- 
driasis, the increased interest in and the 
preoccupation with symptoms referable to 
bodily organs, frequently on a delusional 
basis, is rarely encountered in psychotic 
patients. It is thus well for the surgeon to 
note that in the institutionalized psychotic 
patient, although such patients complain but 
rarely, should a complaint be offered it is 
most probable that it signifies the existence 
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of a pathological process. While this is so 
in a patient in whom the psychosis is well 
established, it must be remembered that 
hypochondriasis is not uncommon either on 
entry into or on emergence from a psycho- 
sis, especially schizophrenia. 

In the psychotic, self-mutilation or au- 
totomy may occur, most commonly in re- 
sponse to hallucinatory instructions to ablate 
a guilt-laden or “offending” organ or ap- 
pendage, such as an eye, a hand, or the 
penis; or it may result from an endeavor on 
the part of the patient to make his body 
conform in appearance to what he thinks 
his body to be at the moment. The sur- 
geon’s concern in the first instance is to care 
for the injury and prevent further self- 
injury while the patient is in his charge. 
In the second instance, the psychotic patient 
will at times first approach the surgeon to 
persuade him to accomplish the bodily alter- 
ation. Usually these requests are recognized 
for what they are, as in the following two 
requests: The first patient, a schizophrenic, 
requested that we remove his genital organs 
so that he would then be the woman he 
really was, and the second patient, also a 
schizophrenic, asked that we remove both 
his breasts because it was womanly, and not 
manly, for him to have breasts. However, 
the surgeon may unwittingly play into the 
patient’s hands by agreeing with him that 
a body part be removed, as in the following 
case: A young schizophrenic was referred 
to the surgeon for consideration of circum- 
cision because of the patient’s request for 
the procedure for hygienic purposes. The 
surgeon examined the patient and told him 
he would do the circumcision in the very 
near future, after operative permission had 
been obtained. When, after several weeks, 
the operation had not been performed, the 
patient, while at home on a weekend pass, 
circumcised himself with a razor blade. 
In this instance the surgeon probably rein- 
forced the patient’s own ideas of what his 
body ought to be like by agreeing with the 
patient that circumcision was indeed indi- 
cated. Despite the socially acceptable way 
in which the patient could have had his de- 
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sires fulfilled, the pressure of the need for 
body alteration was so great after the need 
was confirmed by the surgeon that he could 
wait no longer and proceeded to circumcise 
himself. 

In general, the surgeon must be alert to 
the significance behind requests for plastic 
operations, including the removal of scars 
and procedures relating to the genital appa- 
ratus, such as phimosis, redundant prepuce, 
hydrocele, and varicocele. Plastic operative 
procedure for correction of deformities and 
scars are best deferred until after recovery 
from the psychosis, for my early experience 
with several patients has shown that despite 
the excellent result achieved the patient will 
not be satisfied and will only request further 
surgery. The exceptions, of course, are in 
those patients with deformities associated 
with symptoms, such as a fractured nose 
with an obstructed nasal passage, ectropion, 
and Dupuytren’s contracture. 

Faced with an urgent or emergency situ- 
ation, the behavior of the psychotic patient, 
whether or homicidal, 
does not deter the surgeon from proceeding 
with the necessary surgery. In elective pro- 
cedures, however, it would indeed be poor 
judgment for the surgeon to proceed in 
the face of disturbed behavior. The patient 
who is mildly disturbed preoperatively may 
on occasion become wildly disturbed post- 
operatively. While such a patient certainly 
can be managed successfully, it nevertheless 
may cause many anxious moments for the 
surgeon and take a great deal of the time 
of personnel who must be assigned to care 
for such a patietit in order to prevent sepsis, 
disruption of the wound, dehydration, and 
other complications. It is the better plan for 
the surgeon in all elective cases to postpone 
surgery until the patient quiets down, 
which will be a matter of weeks or, at the 
most, months in the usual case. In recent 
years, with the use of ataractic drugs, the 
disturbed patient seldom remains disturbed 


maniacal, suicidal, 


for very long. 
In elective surgical procedures it is ad- 
visable for the patient to come to the sur- 
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gical ward from three to five days prior to 
the day of scheduled surgery. This allows 
the surgeon to evaluate his patient in terms 
of behavior, as well as to note any change 
in behavior after the patient is told he will 
be operated upon. 

Moral Considerations —Consent for elec- 
tive surgery is obtained from the patient's 
guardian or nearest kin, and from the pa- 
tient himself. What if the patient should 
refuse to be operated upon? We respect the 
wishes of the patient. Actually such situa- 
tions are extremely rare, and in my experi- 
ence have always been resolved by the effort 
of the surgeon and the patient's psychiatrist 
in one or several interviews. Should the 
patient refuse surgery in situations where 
surgery is deemed urgent, or actually life- 
saving, the patient’s wishes are, however, 
not acceded to, and the necessary surgery 
is forced upon the patient after proper ad- 
ministrative authorization is obtained. 
Vhile in former years we had been most 
reluctant to do this, experience has shown 
that forcing the surgery upon a patient did 
not lead to uncooperativeness in the post- 
operative period or to a disgruntled, aveng- 
ing patient in the years thereafter. Once 
the operation was performed, all threats to 
take legal action or to harm the surgeon 
vanish, and such patients usually were ac- 
tually most grateful that the surgery had 
been done. 


Preoperative Management of the 
Psychotic Patient 


The success achieved in the management 
of the psychotic patient during and after 
surgery starts from the moment of transfer 
from a psychiatric ward to the surgical 
ward. Shortly after the patient arrives on 
the surgical ward, he is approached by the 
surgeon, who introduces himself and ap- 
prises the patient of the reason behind the 
transfer to the surgical ward. After 
the subject of surgery has been broached, the 
surgeon elaborates, giving the patient the 
following information: the surgery that is 
planned; why this is necessary; when it 
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will be done; who will do it, and what type 
of anesthetic will be used, if such is known. 
At this point it is well to stop and to ask 
the patient if he has any questions he would 
like to ask. If there are questions, they are 
usually concerned with the pathology in- 
volved. I have always been quite frank 
with my patients in this regard. I have, 
however, never told the patient that he had 
or was suspected of having a malignancy 
or a cancer. I have used the word growth, 
which has always thus far satisfied the 
patient—if the pathologic report then comes 
back designating the lesion as benign, the 
patient is told he had a harmless growth. 
Certain procedures, such as castration for 
carcinoma of the prostate, may at first 
glance appear to pose a problem, but are 
handled satisfactorily as follows: The pa- 
tient is asked if he remembers the previous 
operation on his prostate several weeks ago 
(which was a Silverman needle biopsy). 
The patient is then told that the examina- 
tion revealed a growth and he must now 
undergo another small surgical procedure 
to control this growth. At operation a pros- 
thesis is implanted, and the patient usually 
is unaware that a plastic or metallic substi- 
tution has been made. 

Having answered the patient’s questions, 
the surgeon then tells him the part that 
he, the patient, is expected to play to assure 
the success of the contemplated surgery. 
He is briefly told the whys and wherefores 
of the preoperative medications and proce- 
dures, such as the skin preparation and 
cleansing of the bowels. He is told of the 
instructions he will receive from the anes- 
thetist when he comes to the operating room 
and is requested to follow these instructions 
carefully; the sensations he may experience 
if the anesthetic is a spinal or a general one; 
the postoperative pain he may have, which 
will be relieved by injections if he will tell 
the nurse or doctor about the pain; the 
instructions in regard to exercising his legs, 
moving about, and coughing that he will be 
given by his nurse, and, lastly, that if he 
cannot void after operation not to worry 
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about it—that his urine will be taken from 
him by a small rubber tube at the time he 
feels discomfort and that after a while he 
will be able to void by himself again. If it is 
anticipated that any sort of special proce- 
dure will be used, such as a Levin tube, 
indwelling catheter, or oxygen by tent, the 
patient is alerted to this fact, and he is told 
that these procedures will be used to make 
him more comfortable and speed his recovy- 
ery. It is important that only appropriate 
information be given a patient—the details 
of anatomy and surgical technique are su- 
perfluous, as are lengthy conversations, such 
as “Now this is what we are planning to do, 
but if we find this instead of that, we might 
have to do thus and so.” The information 
is given the patient in simple terms and in 
a formal and confident manner. Usually all 
the salient features can be covered in a 
period of 5 to 10 minutes’ conversation. 

On the afternoon prior to surgery the 
patient is visited by the operating-room 
nurse in accordance with a “psychological 
management program” introduced by Mc- 
Gowan‘ at our hospital. One of the over- 
all objectives of the program is to “assist 
in making the patient safe for surgery by 
making him feel safe.” In this program 
“the final step is to visit the patient. In 
a conversational manner the nurse gives 
him an honest explanation of the operating 
room and how it functions. She tells him 
about the nurses and doctors who will be 
in the operating room the next day, and she 
puts on a cap, gown, and mask so that the 
patient will have some idea of what the 
operating room personnel will look like. 
She also discusses with the patient other 
matters, such as equipment, noises, and the 
anesthesia and its purpose.” 


Is all this preoperative preparation of the 
patient really necessary, or is it only fol- 
derol? After all, the patient is psychotic. 
In my opinion, this preoperative preparation 
is all the more necessary because of the 
presence of a psychosis. Schizophrenic pa- 
tients, even those that appear deteriorated, 
withdrawn, preoccupied, or even stuporous, 
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will, surprisingly enough, have a high level 
of reactivity and become anxious, tense, 
and fearsome in new situations, even to a 
greater degree than would a mentally nor- 
mal person. In addition, the psychotic is 
very apt to misinterpret objects or actions 
of persons in his environment. The over- 
head surgical light, the masked nurse, or the 
face mask of the anesthetic apparatus may, 
respectively, represent a radarscope set up 
to learn the patient’s secrets, a space man, 
or a device designed to suffocate him. De- 
pending on his interpretation of the mean- 
ing of such objects, the patient may attack 
them in panic or flee in terror from them. 

With a psychotic patient properly pre- 
pared, we no longer have to struggle with 
patients to get them to and keep them in 
the operating room; no longer do these 
patients struggle to avoid the face mask; 
no longer do they spit at the surgical light 
or attempt to smash the intravenous fluid 
bottle—and no longer is it necessary to 
sedate these patients heavily, almost to the 
point of anesthesia, just so that they will 
be manageable in the operating room. With 
the proper preparation of the patient many 
surgical procedures which previously had 
to be done under general anesthesia can now 
more frequently be accomplished under 
spinal or local anesthesia. 

In patients with an organic psychosis, 
with loss of recent memory and deteriora- 
tion of judgment, in whom the process is 
not too far advanced, the desire and ability 
to cooperate in surgical procedures is fairly 
well maintained. If such a patient, how- 
ever, is sedated preoperatively with drugs 
in the dosage which is considered to be 
average by ordinary standards, the last 
vestiges of desire and capability of coopera- 
tion are taken from him. If, therefore, a 
procedure in a patient with an organic 
psychosis is planned to be carried out under 
local anesthesia and the cooperation of the 
patient is necessary, as it is in bronchos- 
copy, or in ocular or ear, nose, and throat 
surgery, only minimal amounts of preopera- 
tive medication should be used, such as 
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pentobarbital sodium 50 mg. two hours be- 
fore surgery, followed in one and one-half 
hours by meperidine, 25 mg. intramuscu- 
larly. 


Postoperative Management of the 
Psychotic Patient 


With the proper preoperative prepara- 
tion, the postoperative course is usually 
smooth and uneventful. Several points in 
regard to the postoperative management of 
psychotic patients, however, need emphasis. 

1. The postoperative psychotic patient 
seldom complains of pain. If, however, he 
is asked, he may readily admit to having 
pain. Medication for the control of pain 
is therefore usually prescribed as a pro re 
nata order at three-, four-, or five-hour 
intervals if the patient admits to having pain 
on questioning or if a psychiatrically mute 
patient exhibits restlessness and rapid pulse, 
or the facial features characteristic of pain. 

2. If a Levin or Harris tube is used, 
patients with these appliances should never 
be out of sight of an aide or a nurse, for it 
has happened on two occasions in my ex- 
perience that a patient was almost asphyxi- 
ated as a result of a Levin tube becoming 
lodged in the posterior nasopharynx upon 
sel f-withdrawal. 

3. If a Foley catheter is used, one with 
a 5 cc. reservoir is advised which will not 
injure the bladder or urethra if it should 
be withdrawn by the patient, as would occur 
if a Foley catheter with a 30 cc. reservoir 
were used. 

4. Free use of nurse or psychiatric aide 
“specials” is needed in any case in which 
the patient’s behavior is uncertain. This is 
done so that the success of the operative 
procedure will not be jeopardized. It may 
be necessary at times in critical situations 
for the surgeon to remain with the patient 
constantly to reassure or cajole or scold 
him into maintaining the cooperation neces- 
sary to manage him through a stormy post- 
operative course. 

5. If, after general anesthesia, secretions 
are present, it cannot be counted upon that 
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the patient will cough up the secretions, 
even upon instruction, so that frequently 
deep tracheal aspirations must be repeatedly 
resorted to in order to clear the airway and 
prevent atelectasis and pneumonia. 

6. While there are exceptions, of course, 
psychotic patients generally, we have found, 
wish to and attempt to get out of their beds 
within hours following extensive surgical 
procedures, and even before the spinal anes- 
thetic has worn off. In general, our prob- 
lem with psychotic patients is their too 
early ambulation, for which we must fre- 
quently resort to side-rails or to “specials” 
to prevent this. 


Surgical Treatment 


In most instances the surgical need alone 
dictates the surgical treatment to be insti- 
tuted. Only rarely does psychotic behavior 
preclude the indicated surgical measure. In 
my experience, should this occur, it is most 
frequently in relation to patients with frac- 
ture. In the past 12 years, for example, 
three patients, unsuitable for internal-fixa- 
tion procedures because of the extensive 
comminuted state of their intertrochanteric 
fractures of the femur, were placed in bal- 
anced Russell’s traction. Because of sheer 
intolerance for these measures, as indicated 
by the continual removal of the traction 
apparatus by the patient, including the re- 
moval of a Steinman pin from its site of 
insertion in the region of the tibial tubercle 
in two patients, traction was eventually 
abandoned. Treatment then consisted of 
bed rest with sandbag splinting alone. The 
three patients healed their fractures in sur- 
prisingly good position, with satisfactory 
functional results. 

There can be no question that psychotic 
patients generally cannot resist the tempta- 
tion to touch their operative wounds. In 
most there is no indication that they intend 
to do anything but “just touch” the incision. 
For such patients the sealing-off of the 
operative site is deterrent enough to prevent 
tampering with their wounds. On an ex- 
tremity we have found the use of an elastic 
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bandage taped in place above and below, 
and on the abdomen a scultetus, or many- 
tailed, bandage, sealed above and below with 
adhesive tape, to be the best form of dress- 
ing to prevent tampering or removal. These 
dressings should never be so tight or snug 
as to call the patient’s attention to his dress- 
ings on this account, for it would only lead 
tc further tampering. In general, the larger 
and more massive the dressing, the less it 
will be disturbed, paradoxical as it may 
seem. In patients in whom the desire to 
touch their operative site appears to be more 
than a benign curiosity, hand-tie restraints 
and around-the-clock supervision by a psy- 
chiatric aide may be necessary. 

Splints, casts, and traction apparatuses 
are used as surgically indicated in the usual 
case. Should, however, the patient be as- 
saultive or homicidal, the surgeon with the 
use of one of these appliances may unwit- 
tingly supply the patient with a_ lethal 
weapon. The psychiatric behavior of the pa- 
tient must always, therefore, be of concern to 
the surgeon before applying a splint, cast, 
or traction apparatus, as well as in ordering 
canes or crutches for a patient. To prevent 
harm to other patients, it may be necessary 
to dispense altogether with the use of such 
appliances, or, as we have frequently done, 
to isolate the patient or to swathe the splint- 
ed or cast finger, hand, or forearm with 
1 or 2 lb. of absorbent cotton, the cotton 
then being held in place by a roller dressing. 
Not only does this prevent injury to others, 
but, if the patient sustained his injury by 
striking the wall, as in a self-mutilation act, 
it prevents further injury to the affected 
part. In addition to surgical dressings, 
splints, casts, and traction apparatuses are 
repeatedly tampered with. While this may 
be most annoying to the surgeon, he should 
never show such annoyance to the patient, 
but should calmly explain to the patient the 
need for the appliance and set about to re- 
apply the splint or cast. After several such 
reapplications, especially if done at meal- 
times, the patient usually cooperates and 
leaves the cast or splint alone. We have 
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had several patients in the past 12 years, 
however, who have required upward of 15 
or more reapplications of casts. The ex- 
cellent anatomical and functional results 
achieved were solely due to the dogged 
perseverance of the surgeon in the face of 
the obstacles placed in his path. 

Trusses and braces of all sorts generally 
are unsuitable for the average psychotic 
patient because of his lack of judgment in 
applying and wearing these appliances prop- 
erly. If on rare occasions they are ordered 
for a patient, their daily applications must 
usually be the concern of the psychiatric 
aide or nurse. This also holds for patients 
who wear colostomy bags, ambulatory uri- 
nals, and elastic stockings. 

Some further brief remarks in regard to 
other surgical measures are as follows: 

1. The cooperation necessary to retain 
large enemata is beyond the capability of 
many psychotic patients. In view of this, 
we have tried the small (4% fluidounces 
[135 cc.]) enema containing sodium phos- 
phate and biphosphate, and found that this 
amount of fluid is not only quite well tol- 
erated but also highly efficacious in accom- 
plishing its purpose. 

2. Soaks are generally better tolerated 
than are moist compresses and are ordered 
whenever possible. If a moist compress 
must be used, it should be a truly massive 
one, consisting of surgical gauze covered 
with abdominal pads, Turkish towels, and, 
finally, with oiled silk, all held in place by 
multiple ties or by a roller bandage. If 
soaks are used, nontoxic agents should only 
be used when the patient can be supervised 
continually during the whole time that he 
is soaking the affected part. 

3. Mouth rinses and throat gargles are 
seldom used properly by the psychotic pa- 
tient because the solution administered is 
either spit out or swallowed. Medicated 
chewing gum or the medicated lozenge, on 
the other hand, is quite well tolerated, as 
are supervised irrigations. 

4. The suicidal psychotic patient must 
always be of great concern to physicians, 
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but especially to the surgeon, who must 
always remember to use only articles in 
treatment that cannot be used for self- 
destructive purposes. With patients such as 
these the triangular bandage, the elastic 
bandage, or any length of roller bandage 
or adhesive tape, as well as clips or safety 
pins, must be avoided. 


Topics Related to the Surgical 
Specialties 

Genitourinary Surgery.—In psychotic pa- 
tients the cause of urinary retention is at 
times an expression of the psychosis itself. 
When one is confronted with a psychotic 
patient with an overdistended bladder, this 
fact must be remembered, for by a simple 
procedure this cause of urinary retention 
can be ascertained or excluded from consid- 
eration very promptly. In my experience 
with six patients (five with schizophrenia 
and one with dementia paralytica) in whom 
it was suspected that their urinary retention 
was on a psychotic basis, it was proved to 
be so by the simple expedient of the 
“Amytal interview.” Amobarbital (Amytal) 
sodium 0.5 gm. was given intravenously 
over a five-minute period. The patient was 
then given a urinal and commanded to void. 
After voiding, which all six did upon com- 
mand, the patient was further instructed 
never again to withhold urine—and there- 
after not one presented this problem again. 
In the patient with dementia paralytica, 
3,660 cc. of urine was voided slowly and 
intermittently over approximately a two- 
hour period. During the decompression the 
patient was watched carefully for untoward 
signs, because it was felt that a circulatory 
collapse reaction could just as well follow 
decompression by micturition as by the use 
of a catheter. 

Another interesting side-light in regard to 
two of these six patients was that they came 
to my attention because it was suspected 
that they had large-bowel obstruction rather 
than urinary retention. Evidently the slowly 
enlarging bladder can cause enough pressure 
upon the rectum or sigmoid to prevent evac- 
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uation of the fecal matter and flatus. With 
urinary retention relieved, decompression of 
the bowel followed. 

Another cause of urinary retention which 
has not previously been recorded in the 
medical literature, and which is probably 
peculiar to the psychotic patient, is that 
due to pressure on the urinary outflow tract 
at or below the bladder neck by fecal masses 
in patients with megacolon. Functional 
megacolon is not infrequently encountered 
in psychotic patients.* These patients, un- 
complaining generally and not concerned 
with absence of bowel movements, even 
after many days, may build up tremendous 
amounts of fecal material in their colons, 
as I have shown pictorially in a case report.® 
It is not difficult to envision such a large 
and solid mass as being able to exert enough 
pressure to prevent micturition. Since these 
fecal masses can only be slowly released 
over a period of several days, or even weeks, 
by enemata and manual removal of the fecal 
masses in the rectum, as well as by laxatives, 
an indwelling catheter for a period of days 
is usually necessary for the control of the 
urinary distention. 

Cataract Surgery.—Since 1954 a total of 
30 cataract extractions have been performed 
on 19 psychotic patients at our hospital. 
Complications unrelated to uncooperative- 
ness in the postoperative period resulted in 
the loss of vision of an eye in each of two 
patients. In no case was there a basic 
alteration of the psychosis following res- 
toration of vision, and in no case was there 
even a temporary aggravation of the psy- 
chosis or a superimposed delirium as a 
result of bilateral masking in the immediate 
postoperative period. While there was no 
change in the basic psychotic picture pre- 
sented by these patients, the restoration of 
vision, however, did result in definite 
changes for the better in 10 patients—in 
their ability to care better for themselves, 
to participate in ward activities, and even 
to enjoy ground privileges. Two patients 
were able to leave the hospital on trial-visit 
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status after surgery. This probably resulted 
because, with the patient better able to care 
for himself following surgery, the families 
of these two patients could again care for 
them in their own homes. 


The Role of the Surgeon in a 
Neuropsychiatric Hospital 


The presence of a surgeon on the full- 
time staff of a neuropsychiatric hospital re- 
sults in significant benefit to patients and 
hospital alike. For the patient it has meant 
a specialist’s care not only at the time of 
surgery, but before and after as well. While 
the volume of surgery is relatively small 
(being in the order of 100 major and 200 
minor procedures per year), the surgeon 
is able to give the close and detailed care 
that is so necessary in managing the psy- 
chotic patient successfully through a sur- 
gical procedure to full convalescence. 
Further, with a surgeon on the full-time 
staff, patients know in advance who their 
surgeon will be, and are aware of his repu- 
tation and qualifications by way of the 
hospital grapevine or by actually having 
talked to one or more of their ward-mates 
had surgery. This 
awareness helps in reducing some of the 


who previously had 
fears and anxieties in anticipation of sur- 
gery and is one of the major reasons why 
so few patients refuse surgery. 

For the hospital the presence of a full- 
time surgeon has resulted in a low surgical 
mortality rate.* This, important in itself, 
also has significant public-relations value, 
for it soon becomes common knowledge 
among patients’ relatives that their sons or 
husbands will receive surgical care compar- 
able to that of any well-staffed general 
hospital. As a matter of fact, I might ven- 
ture to say that a surgically ill psychotic 
patient can actually receive better care in 
the setting of a neuropsychiatric hospital 
than elsewhere—because of the very aware- 
ness by the staff of those differences and 
peculiarities attending the practice of sur- 
gery in this setting. 
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SURGERY IN NEUROPSYCHIATRIC HOSPITAL 


Summary 


Observations relating to the peculiarities 


of surgical practice in a neuropsychiatric 
hospital have been made. It is hoped that 
these will prove useful to physicians and 
provide a basis for the better care and 


treatment of the physically ill psychotic 
patient. 


Veterans Administration Hospital. 
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A Transactional Model for Psychotherapy 


ROY R. GRINKER, M.D., Chicago 


I 


Currently this is an era of intense interest 
in therapy of all kinds oriented toward mak- 
ing psychiatric patients better or, by the in- 
curably optimistic, curing them. Operations, 
drugs, milieu attitudes induced regressions 
for the patients and sometimes the therapist, 
and various forms of psychotherapy are 
credited with curative powers in the identical 
magical percentage ranges. The mad rush 
for statistical criteria of improvement has 
resulted in a rash of rating scales based on 
observations of behavior, on value systems 
involving social and work adjustment, per- 
sonal happiness, and creativity, and on a 
consensus between patient and therapist. 

However, some psychoanalysts contend 
that only their reconstructive method cures, 
if continued long enough, and that psycho- 
therapy, although harder for the therapist, 
gives only an illusion of significant and 
permanent change. Even Frieda Fromm- 
Reichmann ®* stated recently: “The goal of 
intensive psychotherapy is reached by gain- 
ing insight to and understanding of the 
unconscious roots of the patient’s problems, 
the genetics and promote 
changes in the dynamic structure of the 
patient’s personality.” This meant to her 
that there is no valid intensive psycho- 
therapy other than psychoanalysis or that 
based on psychoanalytic principles. On the 
other hand, Harrower '* reports that psy- 
chological tests before and after therapy 
revealed in improved patients less than ex- 


dynamics to 


pected structural personality changes, no 
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matter what the form of therapy and even 
if improvement occurred spontaneously. 
Actually, as a result of all our therapies, 
we are to various degrees successfully help- 
ing, curing, and failing in concordance with 
our own theoretical biases, sparked by our 
immature enthusiasms, which are dampened 
by age, experience, and receding libido. How 
or why we achieve or fail to reach our goals 
is by no means clear. Only one writer has 
proposed a scientific criterion of change, 
although not yet operationally feasible. In 
a little known lecture, David Rioch states 
that psychological should be 
formulated by the nature of durable change 
in the functional organization of the central 


alterations 


nervous system.® 

In the field of psychotherapy, which its 
contend now constitutes a 
scientific discipline, tremendous activity has 


practitioners 


been stimulated recently. Recipients of fresh 
financial support are frantically observing 
and recording words, gestures, pulse rates, 
etc., of therapists, patients, and observers 
observing observers, and hoping that an 
interested statistician will some day find a 
method and several years’ time to analyze 
the mountains of stored records. 

These skeptical remarks are an introduc- 
tion to a preliminary presentation of my 
own experiments with therapeutic problems. 
[ shall not present anecdotal or statistical 
accounts of results because I do not know 
what they are; in fact, I don’t know whether 
[ am describing a therapy or, if therapy 
it be, what dimensions it takes. I shall 
simply describe what I consider to be the 
current dilemma of psychotherapy and how 
I think it might be resolved by methods 
which enable therapist and patient to under- 
stand and to learn from each other. 
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II 


Following World War II, public accept- 
ance of psychiatry created a great demand 
for psychotherapists in clinics, hospitals, and 
private offices. The number of available 
psychiatrists was pitifully small to handle 
these demands, much less the population's 
needs, which are yet to be defined. As a 
result, educational institutions began turning 
out psychiatrists, psychologists, and psychi- 
atric social workers as therapists whose 
training has been more or less similar in 
almost every hospital or clinic. American 
psychotherapy has imitated and closely ap- 
proached the psychoanalytical model, with 
only a few exceptions. 

If we ignore the personal and economic 
motives behind every student of psychiatry 
wishing to become a psychoanalyst, we still 
have the fundamental fact that, of all the 
theoretical systems in psychiatry, the psycho- 
analytic psychodynamics lends most satis- 
faction because of its completeness, its sense 
of closure, and its analogical fit. In the 
United States what we euphemistically call 
psychodynamics is for the most part psycho- 
analytic theory. One can safely say that 
almost every systematic presentation of dy- 
namic processes is based fundamentally on 
psychoanalytic theory, sometimes with ad- 
ditions or modifications, or even distortions. 
The basic core of our pedagogical processes 
in psychiatric training is the psychodynamics 
of Freudian psychoanalysis. 

This theoretical system in general I also 
consider to be the essence of the best 
modern psychodynamic theory. However, | 
contend that the theory has a minor place in 
the operational procedures of psychotherapy. 
I am convinced that, if we were to have 
truthful information about what goes on in 
the inviolate relationship between psycho- 
analysts and patients, we should find here, 
too, that the operations are not direct ex- 
pressions of psychoanalytic theory, although 
Strupp contends that there is a close rela- 
tionship between theoretical bias and thera 
peutic operations. Actually, psychoanalytic 
theory, laudable as it may be as a system 
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fruitful for viewing the psychological proc- 
esses of humans, places a heavy load of 
interference on the psychotherapist who at- 
tempts to understand and to help a sick 
person. 

This interference is greatest in those 
therapeutic procedures most closely related 
to theoretical conceptions. For example, 
Strupp ' states that the therapist pays close 
attention to the connotative or symbolic con- 
tent of communications, which he under- 
stands in terms of certain theoretical 
conceptions. Sooner or later the therapist 
communicates to the patient some part of this 
understanding. He may verbalize the feel- 
ings he thinks are expressed by the patient, 
or he may conjecture concerning the implicit 
meaning of the patient’s message. In either 
event the therapist states an hypothesis or 
an inference commonly called an interpreta- 
tion. The function of this activity is to 
increase the patient's self-awareness and to 
point out to him dynamic relationships which 
apparently have a bearing on the central 
emotional conflict or on one of its de- 
rivatives. Which aspects of the patient’s 
communication are singled out for interpre- 
tive activity depends on the therapist's 
theoretical leanings, his objectivity, and the 
techniques considered most appropriate to 
achieve a desired therapeutic result. It is 
exactly in this operation where understand- 
ing is preconceived rather than learned in 
the therapeutic situation and where psycho- 
analytic theory enters into the interpretation 
of symbolic content of communications and 
the choice of therapeutic interferences. 
These are loaded operations and a priori de- 
termine the contents of communications 
between patient and therapist. 

For the past six years I have been 
engaged in studies of the communications be- 
tween psychotherapist and patient, indicat- 
ing by this phrase that I am not sure that 
I am dealing with an effective psychothera- 
peutic process. However, the assumption 
is that we will eventually learn some- 
thing about the psychotherapeutic processes 
in order to study their effectiveness on a 
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wide variety of patients with individual 
problems. I have gone about these investi- 
gations by holding seminars in which frag- 
ments of psychotherapeutic processes were 
studied and discussed, and other seminars 
which considered a single patient during an 
entire year. These seminars have been con- 
ducted for psychiatric social workers * and 
psychiatric residents in training. The latter 
have also cooperated by presenting indi- 
vidual cases to me for supervision, each over 
a period of six months. 

In all of these experiences I have had to 
struggle against the deep impressions made 
by the psychoanalytic model on youngsters 
barely beginning their training in psychiatry. 
It was easily observed that their goals in- 
cluded uncovering significant dynamic proc- 
esses during long-term treatment with the 
desire for cure or so-called “complete re- 
organization of the personality” which they 
held out for themselves in their future per- 
sonal analyses. In the young therapist this 
involved long periods of passivity and listen- 
ing to the patient, hoping that at some time 
a significant dynamic process would pop up 
and be recognized. The passivity and length 
of relationship often induced a serious re- 
gression on the part of the patient, the 
development of a transference neurosis, and 
serious countertransference problems. In 
imitation of the psychoanalytic model, these 
youngsters called for and encouraged the 
recounting of dreams which they could not 
understand or interpret. Lack of under- 
standing forced them to defend themselves 
against anxieties stimulated by communica- 
tions from their patients and by frustrations 
of their failures to understand or to make 
progress, thereby further handicapping their 
therapeutic effectiveness. They tried to imi- 
tate the analytic imperturbability, but instead 
only achieved attitudes of coldness and “ob- 
jectivity,” concentrating entirely on the con- 
tent of the patient’s productions. Some of 
them, without attempting to understand the 
patient’s needs of the moment, developed 


* This study will be published soon in book form, 
in collaboration with members of the seminar. 
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the notions of furnishing a “corrective emo- 
tional experience” by playing artificial roles, 
which were easily penetrated as play-acting 
by anyone with a modicum of intelligence. 
Even though many of these students were 
but shortly out of their internships, they 
very quickly and easily forgot their roles 
as doctors whose goals are to help their 
patients. They lost the human capacity of 
helping patients in serious life situations 
when these required temporarily stepping 
out of the therapeutic chamber. I was con- 
fronted by quotations from supervisors who 
were involved in the students’ other cases 
and learned how many considered the 
psychotherapeutic process to be almost iden- 
tical with psychoanalysis.| I have never 
ceased to marvel at how quickly the seed 
of the psychoanalytic model sprouts and 
how difficult it is to uproot it once it has 
gained a footing. For these young aspiring 
therapists, as Rioch states: “A _ person 
trained to productively orient himself and 
communicate in a conceptual frame of ref- 
erence cannot adequately use another without 
training in the general attitudes as well as in 
the precise words.” This I am still attempt- 
ing both for myself and for my students. 


III 


Can we set up a model of treatment based 
on an operational theory of psychotherapy, 
not on a theory of psychodynamics or diag- 
nosis? If so, it should be derived from the 
empirical operations involved in psycho- 
therapy. At the present time our existing 
knowledge encompasses nothing new, dif- 
ferent, or apart from what is involved in 
the communications between two people. Its 
variables must be defined in terms of the 
setting, of the persons involved, and of what 
goes on between them. Abstractly, the re- 
lationships among field theory, role theory, 
and communications theory may be epito- 
. + What is, or what is not, psychoanalysis op- 
erationally has not been defined even by classical 
and “orthodox” analysts or a panel of senior 
analysts in formal conference. Equally vague is 


the selection of patients suitable for psychotherapy 
or psychoanalysis, considered as distinct techniques. 
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mized as transactional in its broadest sense, 
involving nondimensional space bounded by 
people enacting a variety of roles and tra- 
versed by verbal, nonverbal, and paralingual 
communications. 

Translating the setting into practical con- 
siderations, its narrow and immediate range 
is the field of therapeutic action in the inter- 
viewing room in which the therapist and the 
patient converse. Yet beyond this are the 
total clinic or institutional setting and its 
explicit and implicit meaning to both the 
therapist and the patient. Still larger are 
the social, cultural, economic, and ethnic 
environments of the past and present of 
both persons. All of these extensions have 
important influences on the behavior of 
therapist and patient as they relate to each 
other, and all influence the type, degree, and 
success in their communications. 

Both persons are human beings with so- 
matic organ systems, differently conditioned 
and in various degrees of harmonic integra- 
tion. Each one has internal psychodynamics 
or personality establishments, and both be- 
long to and believe in various social groups, 
ascribe to somewhat different hopes and ex- 
pectations. Although this total field of inter- 
action has considerable extension beyond the 
interviewing room, what one observes and 
hears depends on one’s position or frame 
of reference at the time. For all practical 
purposes each one of the two persons views 
the other, understands and communicates 
with the other not as a conglomeration of 
instincts, needs, defenses, and reaction for- 
mations but as a person involved in the 
enactment of a limited number of social 
roles. 

Role theory, developed by social scientists, 
is advantageous in dealing with a small group 
of two persons in interaction within the 
therapeutic system. Parsons and Bales * con- 
sider personality as a system of action, in 
contrast to psychiatrists, who by the very 
nature of their interests, usually focus on 
the internal psychological aspects of per- 
sonality. Personality within a social struc- 
ture or a cultural system is not reducible to 
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a triad of topological psychological entities, 
such as id, ego, and superego; nor is it a 
composite of conflicts and defenses. Per- 
sonalities within the social system behave in 
action in relationship to other personalities. 
For the sake of description Parsons applies 
the term ego to the subject considered in any 
process of interaction, and the object with 
which the subject interacts is termed alter. 
Thus ego and alter constitute a two-person 
system, although there are many alters with 
which the ego interacts at various times. 
The personality or ego assumes various 
types of roles with various people at various 
times for a variety of purposes. Thus, 
social-role theory indicates a way to study 
and describe the interaction of two members 
of a social group as they adjust to each other 
within a social system. “A role is a goal- 
directed pattern or sequence of acts tailored 
by the cultural process for the transactions 
a person may carry out in a social group 
or situation,” 1-1? 

Any small social group, of which the 
nuclear family is only one example, achieves 
some level of stability or equilibrium. Each 
actor-person in the group has his allocated 
roles in relation to each other member of the 
group. Complementarity—that is, the fit of 
the roles of ego and alter—is desirable and 
comfortable. For every speaker there should 
be a listener, for every parent a child, and 
for every teacher a pupil. Complementarity 
of roles means that each personality auto- 
matically acts in conformity with the role 
that he is expected to play, and, since few 
decisions are required, there is little strain. 

Often the equilibrium maintained by role 
complementarity is disturbed and disequi- 
librium occurs. People’s expectations from 
others are disappointed, and tension, anxiety, 
and self-consciousness develop. The result 
may be disruption of interpersonal relations 
and breakdown in group living, which in 
essence is the definition of neurosis. There 
are many reasons why role complementarity 
becomes disturbed, but they all lead to more 
or less shorter or longer disequilibrium, fol- 
lowed by what Spiegel describes as attempts 
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at reequilibrium.’* It must be reemphasized 
that social roles do not imply artificiality, 
such as occurs on the stage when actors play 
their parts. They are automatic patterns 
of behavior, well learned through the in- 
fluence of persons who represent society and 
teach the developing child a repertoire of 
expected behavior patterns. 

These roles are largely explicit; that is, 
they are conscious, describable in general 
terms, and communicable by rational verbal- 
izations and standard behavioral perform- 
ances. They are explicit, for they refer to 
consciously motivated behavior; and, insofar 
as they contribute to solving problems, they 
are instrumental. Explicit roles are con- 
scious and exposed to observation and 
awareness of both participants in transac- 
tion. Because they are oriented to social 
stratification, they are relatively stable and 
representative. 

Implicit roles are more remote from 
awareness and consciousness and hence may 
not be recognized either by the actor or by 
the alter in their transactions. They usually 
express complicated preconscious feelings 
about which the person may not be aware, 
so that they are termed expressive roles, in 
contrast to explicit, or instrumental roles. 
Because they express feelings, they portray 
many complicated aspects of the actor's 
personality and constitute such a wide range 
of variation that they cannot be easily classi- 
fied. They express personality attributes 
characteristic of a wide variety of internali- 
zations or identifications which quickly shift 
in and out of the focus of expression. 

Although the regulative mechanisms in 
role systems are concerned with comple- 
mentarity between actors in any social sys- 
tem, without which there is tension, those 
roles which are assumed, assigned, or de- 
clined are determined by multileveled in- 
ternal processes of thinking and feeling, all 
of which as preconscious mentation are 
richer, more complicated, and faster-moving 
than the available social roles. 

Identifications that determine character- 
istics of the component parts of personality 
and delineate the self are expressed not only 
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in role performance—that is, in the di- 
mension of words or action—but also in- 
ternally in communications among the 
various processes in the mental apparatus. 
Some are then expressed in whatever social 
ways are available after filtering functions 
have been passed through. Others in con- 
flict with one another are neutralized or 
locked in or delayed for later expression. 
The formalized content of social roles repre- 
sents but a small part of the internal action 
system, much of which is antagonistic, or at 
least not in conformity with the main or 
observable stream of the self.* 

Explicit roles are like hats one wears, 
visible to all, but the richness of human 
relationships is implicit and subtle. In 
therapy the explicit roles of the patient and 
therapist structuralize the process and define 
its boundaries clearly, but for a therapeutic 
effect the to-and-fro play of implicit roles 
furnishes the content of the relationship de- 
rived from each actor’s personality, healthy 
or sick. The implicit roles are the unknowns 
in transactions. We normally search for 
them in social communications and seriously 
attempt to follow their movements in an 
effort to achieve or modify complementarity. 

In the relationship between therapist and 
patient as a system of transaction between 


ego and alter, we may consider that the 
therapy involves behavior of a patient in 
terms of his role in transaction with the 
therapist. Complementarity of roles when 
established represents stability and harmony 


and is conducive to communication of 
information. Disequilibrium because of non- 
complementarity eventually results in_re- 
equilibrium, representing the disruption of 
an old repetitive process and the establish- 
ment of a new system. When this is attained 
by modification’ mutually achieved, there has 
occurred a learning process." 

Activities within a transactional process, 
although they deal with current reality and 
start with well-defined explicit roles, expose 
the repetitive nature of the patient’s un- 
adaptive behavior and stimulate his recall 
of past experiences. Some of these are 
preconscious, and some are unconscious; but 
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the orientation of the therapist remains in 
the present transaction within the field in 
which both members of the transaction find 
themselves. It can be stated quite certainly 
that this transactional approach evokes im- 
plicit expressive or emotional roles and 
incites repetition of old patterns and il- 
luminates the genetic source of the current 
behavior. However, it does not require 
focusing on and interpretation of a vast un- 
charted area of unconscious. On the con- 
trary, it enables the therapist to orient 
himself in a special situation with a specific 
person in a transactional relationship which 
can be understood by commonsense evalua- 
tion of ordinary modes of communication. 

This brings us to communications theory. 
Although psychotherapy has been defined 
by several investigators, especially Moreno,® 
Sullivan,®"* and Frieda Fromm-Reichmann,? 
as essentially a process of communication, 
it was Ruesch and Bateson® who viewed 
communication as the social matrix of 
psychiatry. Recently Ruesch has defined 
disturbed communications as quantitative al- 
terations or as forms of exchange not fitting 
a social situation. Conglomerates of in- 
stinctual forces and defenses are all con- 
tained in communicated messages which 
expres’ the total person with his memories 
of the past and anticipations of the future. 
The psychiatrist as a participant in the com- 
munication process, as well as an observer 
dealing with verbal and nonverbal com- 
munication, needs to be an expert in under- 
standing language as it is related to thinking 
and behavior. He is, therefore, facilitated 
or handicapped by the language which he 
thinks, speaks, and understands. 

As we view the operational and philosoph- 
ical concepts of transactions among people 
within a specific setting, we are struck by 
the awkwardness of our linguistic expres- 
sions. For example, Bentley's multiple- 
hyphenated words and strange syntax are 
difficult to understand.' About 30 years ago 
Whorf ™ developed a new concept of lin- 
guistics which for him expresses modes of 
thinking and corresponds with psychic proc- 
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esses. We think according to the ways we 
have learned to speak. Likewise, behavioral 
manifestations are associated with different 
language phenomena. Thus, the relation of 
behavior and thought to language is the 
science of linguistic relativity. Differences 
in language structure are associated with 
different ways of perceiving and conceiving 
the world. 

Unfortunately, the standard average 
European languages, of which English is 
one, lack the special symbols for processes 
occurring between objects, extensions of self 
and time relationships, requiring, instead, the 
use of analogies, metaphors, and terms ref- 
erable to physical relationships. This lan- 
guage refers directly or indirectly to aspects 
of physical contact, indicating a continuity 
with infantile “feeling,” “closeness,” or 
“warmth,” which we hope to renounce in 
favor of maturer expressive communication 
through space without contact. It is a con- 
fused message that uses the term “close- 
ness” for someone sitting across the room. 

Now, finally, we must consider transac- 
tional, as opposed to self-actional or inter- 
actional, as an implication of a relationship 
of two, or more, individuals within a speci- 
fied environment. Both are included, not as ! 
distinct and separate entities or individuals, 
but only as they are in relatedness with each 
other within a specific setting. Each has an 
effect on the other that is specific to the situ- 
ation in which they exist. One acts on the 
other, whose response, in turn, feeds back 
on the first. The process is reciprocal and 
cyclical. The setting of the system in which 
the transacting persons or foci exist de- 
termines and is determined by the processes 
going on. The specific life situation of pa- 
tient and therapist in the therapeutic setting 
determines in the current time the nature 
of the transactions which are reciprocal, 
cyclical, and ever-changing. 

In summary, I envisage a model for 
psychotherapy that encompasses aspects of 
several modern major theories of human be- 
havior. To begin with, we adopt field theory 
to emphasize the extent of influences sur- 
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rounding the two-person system of therapist 
and patient. The field may be formally 
termed the matrix or the environment, but 
actually it is never neutral but is constantly 
impinging in part or totally on and is de- 
termined by the two-person group. Thus, 
the setting of the clinic, the home environ- 
ment of the patient, and life situations 
actively influence the relationship as con- 
stantly changing and potent influences. The 
therapist and patient communicate with 
each other verbally, nonverbally, and para- 
lingually, with various forms and degrees 
of distortion. Yet each tries to understand 
the other. Messages are received, acknowl- 
edged, and corrected in a cyclic transaction, 
which changes in time by virtue of the com- 
munications within the transaction that ex- 
press forms of role performance having 
explicit and implicit meanings indicating past 
learning and identifications, as well as cur- 
rent relearnings, which we term therapy. 
Roles are expressed by forms of communica- 
tion which vary wwith the nature of the 
current transaction. Thus the therape .tic 
field consists of mutual understanding of 
transactions in which role processes, their 
antecedents, and patterned identifications are 
communicated and changed. 


IV 


Let us take the beginning cf the thera- 
peutic situation. The patient is sick and thus 
highly motivated for change. His explicit 
role is that of a person who comes for help, 
although, as frequently the case in all forms 
of therapy, when he begins to know more 
clearly what his implicit feelings really 
mean, he resists help, clarification, insight, 
or change very forcibly and wishes to main- 
tain dependency. However, through the in- 
take interview or the diagnostic evaluation 
it has been clearly established that there is 
sufficient motivation because of the patient's 
suffering or difficulties in performance in 
social groups, in work, or in family re- 
lations. The therapist explicitly has a desire 
to help people who are suffering and has a 
particular integrity by virtue of the role 
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which he has chosen for his professional 
life. This attitude, as Strupp ™** has shown, 
cuts across all theoretical orientation. The 
therapist feels that his patient is a human 
being, is worth while working with, and has 
the optimism that respect for another human 
being would instill in him. He hopes that 
his patient will change to feel better or per- 
form better and that he has certain inherent 
capacities for being different or for grow- 
ing.* This positive feeling is the first 
maneuver which helps the patient begin to 
override his feeling of a nuclear core of 
badness. This applies to all persons who 
eventually become able to understand, after 
giving up their security operations, that 
much of their anxiety is based on their self- 
concept of badness. 
Respect for the patient also involves 
honesty on the part of the therapist in ad- 
mitting his positive and negative feelings as 
they develop within the therapeutic transac- 
tion. Particularly is this true in  schizo- 
phrenics, who the 
slightest cues in paralingual and motor be- 
havior indicating annoyances and irritations 
To deny 


are able to observe 


on the part of their therapists. 
the existence of these, if the therapist has 
sufficient insight into himself, is to block or 
distort the communication process. 

The therapist establishes permissiveness 
for his patient which encourages him to 
achieve his desire to return and belong to 
the group. He helps the patient communi- 
cate about himself by substituting verbaliza- 
tions for neurotic acting out or visceral 
language. Since the patient cannot achieve 
insight into his own neurotic processes, he 
depends upon information from the therapist 
in the two-person system as to how he seeks 
out stimuli to elicit old learned responses 
and hence perpetuate his neurotic behavior. 
The neurotic, and especially the schizo- 
phrenic, forces others to assume roles which 
enable him to repeat compulsively time- 
worn and habitual pathological patterns. 

Preparatory to beginning psychotherapy, 
we have been accustomed to making plans 
for specific goals over a long term. In doing 
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this we establish a theoretical bias and 
usually permit the diagnosis and formulated 
psychodynamics to influence our therapy of 
the patient. His communications are often, 
therefore, made to fit into the preconceived 
theoretical plan. In this way we also have 
a tendency to jump ahead of the patient and 
make interpretations for which he is not 
ready. In our experiments we do not estab- 
lish such global plans but deal with the pa- 
tient in successive short spans which involve 
specific therapeutic foci. We move from 
focus to focus. This gives us an opportunity 
to stop, continue, or change—in other words, 
to be flexible. We can determine the next 


therapeutic focus only on the basis of what . 


the previous one has led into. 

In our procedures we are considerably 
more active than those workers who model 
their therapy after the psychoanalytic pat- 
tern. Strupp has shown that the most ex- 
perienced therapists are much more active, 
whereas the younger, less experienced ones 
are passive, as though they await the pa- 
tient’s insight and his communication to the 
therapist of what should be interpreted. 
We are active in that we choose the focus, 
we communicate adequately with the patient, 
avoiding long silences and the impassivity 
of a nonparticipant. Not only do we choose 
the focus for the subject of communication 
but we decide when a transaction should be 
dropped and a new one adopted. 

We do not invite dreams, nor, when they 
are recounted, do we interpret them. Dreams 
are communicated to us as messages which 
we use along with other information, but 
we do not respond to them with specific 
interpretations. As a result of the absence 
of emphasis on dream material, the patient 
soon learns not to use the dream as a means 
of avoiding direct communication. He does 
not practice remembering them, nor does he 
assume that without them communication is 
not possible. 

Since so many aspects of the person’s 
difficulties are symptoms that are derived 
from defenses or security operations against 
anxiety, it is only logical to assume that in 
every therapeutic relationship anxiety will 
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occur. The patient will require much time 
before he has confidence that strength to 
master anxiety increases with growth, that 
the anxiety of the past is now endurable, and 
that the therapist is a staunch agent for sup- 
port. The therapist has the task of estimat- 
ing the degree of disorganization in the 
patient’s communications that his anxiety 
produces. Although he wishes to understand 
the nature and cause of the anxiety, he 
recognizes that this cannot be done as if one 
were demolishing a building with a_bull- 
dozer. He must be prepared, therefore, to 
gauge the degree of anxiety and to issue 
supportive and reassuring statements indicat- 
ing that he understands, and he must learn 
how to sometimes to avoid, 
anxiety-producing pressures. 

We attempt to avoid a transference neu- 
rosis and are helped by the fact that psycho- 
therapeutic interviews are not conducted 
with greater frequency than once or twice 
a week. We thereby avoid regression and 
the development of highly infantile de- 
pendent relationships with the therapist. We 
do not call for free associations but ask for 


remove, or 


responses within the form of our com- 
munications. Nevertheless, without the in- 


vitation, we find that patients spontaneously 
communicate freely and in doing so are 
often able to relinquish conscious controls 
and liberate their preconscious processes of 
thinking, thereby exposing the distorted and 
When a 


transference neurosis seems to be develop- 


repetitive unconscious controls. 


ing, we counteract the process by making as 
quick and as broad a generalization from the 

personal communication as possible. 
Although we do not invite, and we cer- 
tainly avoid, the transference neurosis when- 
ever possible, we are obviously still dealing 
with transference phenomena, which is an- 
other way of saying that we are dealing 
with back-and-forth implicit communications 
between therapist and patient in which the 
present is colored by the past. The patient 
by virtue of his role develops a dependent 
feeling, for he needs help; and we as 
therapists, once we have committed our- 
selves to him, have a positive helping at- 
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titude. In our wish to help him, we express 
a respect for his capacity to grow and to 
develop. We assume the role of a support- 
ing figure, which, however, has within it the 
price of renunciation of immature forms of 
communication when they are no longer 
necessary or helpful. However, at the same 
time, there is no reason to avoid under- 
standing the negative or hostile aspects of 
communication. In psychotherapy it is not 
necessary to maintain an exclusive or con- 
tinuous positive relationship. 

We attempt to avoid as far as possible 
what has been called the symmetrical rela- 
tionship, which especially occurs in treating 
schizophrenics. Their loss of self-esteem 
prevents them from daring to relate in 
complementarity. They avoid knowing them- 
selves by assuming various roles as though 
they were someone else, or defend themselves 
by learning by imitation or by becoming like 
the therapist. Thus we try to avoid permit- 
ting the patient to become anonymous, intel- 
lectualizing, or talking persistently about 
others. We persist in expecting that the 
patient will accept our attitude of respect 
and consider himself fitting to enter a 
complementary relationship with us. 

In the therapeutic process we start out 
with the here and now—that is, the current 
real life, which involves the communications 
between patient and therapist about their 
relationship. Although the time element is 
not restricted to the immediate relationship 
but will always bring in memories and com- 
munications about the recent or distant past, 
we do not emphasize the so-called genetic 
processes or the past experience of child- 
hood, nor do we attempt to evoke early 
memories or feel particularly successful 
when we have been able to recapture child- 
hood feelings. The patient himself will bring 
into communication as much of the past as is 
significant for the particular focus under 
discussion. Granted a modicum of intel- 
ligence, he will see, when he understands the 
implicit nature of the current transaction, 
that other experiences in different periods of 
his life conform and correspond to a cate- 
gory. We are content to work with what the 
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psychoanalysts call derivative conflicts and 
are not specially interested in his uncovering 
the so-called primary conflicts. Also, in rela- 
tion to the real life of the patient, we encour- 
age him to experiment in_ relationships 
outside the therapeutic situation, accepting 
whatever failures or successes may be re- 
ported as part of the learning process. 

As the patient and the therapist approach 
each other, it is as though they are repre- 
sented by arcs of two incomplete circles 
across which distorted, misunderstood, and 
incomplete messages traverse in both direc- 
tions. As they come closer together and 


finally unite, complementarity of explicit 


roles is achieved. Then there is no gap and 
messages are not distorted. Information 
moves rapidly around the circle, gradually 
accelerating, while at the same time the circle 
narrows by spiraling until a peak is reached. 
In this phase mutual understanding is com- 
plete and ego and alter have a feeling of 
well-being. Patterns of information become 
repetitive, although the contents include 
present, and recent and distant past. 

At this point, or “set,” the therapist com- 
municates his understanding of the patient’s 
implicit role and the role the patient is at- 
tempting to ascribe or induce in him, but 
rejecting it and avoiding complementarity. 
By recognizing and rejecting these implicit 
role relations, the therapist turns the patient 
toward reality and exerts pressure for 
understanding and the search for meaning. 
There may be resentment, anger, or rage at 
frustration, anxiety may mount, subterfuges 
develop, and manipulations occur; but, if 
the therapist is firm, new solutions are 
sought. Some of these ways may be equally 
unrealistic, but finally a fit between implicit 
and explicit roles is achieved, repeated in 
form with different contents in “working 
through,” and learning is consolidated. The 
therapist then has a sense of closure and 
decides that the therapeutic unit has been 
concluded. 

As the transaction develops, the thera- 
pist chooses the therapeutic unit and is 
then often under pressure by the patient to 
leave the field and talk about “anything 
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else,” or the patient may insist “there is 
nothing more to say.” Maintenance on the 
focus should be under the therapist’s control. 
Likewise, the therapist decides when to move 
on and chooses a new focus, not passively, 
in terms of “Let’s see what comes next,” 
but by a logical decision based on questions 
remaining unanswered in the previous thera- 
peutic unit. 

In the process of communication the 
therapist becomes an instrument. He has 
knowledge of the three forms of language of 
communication—the verbal, the nonverbal, 
and the paralingual. He is aware of the 
effects of the patient’s communications on 
himself and observes the patient’s responses 
for indications of what effect his communi- 
cations have had on the patient. Thus, the 
therapist is engaged, as he participates with 
the patient in a back-and-forth series of 
communications, in observing responses both 
in the patient and in himself. In that sense 
he becomes an observer. The effective nature 
of his communications on the patient is 
determined by the patient’s responses. The 
implicit aspects of the patient’s responses 
are revealed by the impact on the therapist. 
Obviously, this instrument is never com- 
pletely accurate. Supervision in training 
broadens the range of the therapist's aware- 
ness. This never becomes complete but ex- 
pands step by step as he becomes more 
skilled in sensing implicit roles in the patient 
and in himself. Furthermore, as supervi- 
sion occurs, the therapist gradually learns to 
avoid the use of analytic terms or technical 
devices, and alters his way of thinking so 
that he may become more sensitive to the 
implicit roles of both himself and his sub- 
ject. 

The therapist and the patient approach 
each other with explicit roles and come 
together with messages which are explicit- 
ly clear, but those that clear 
emanate from the implicit roles of each one 
of the participants. It is the implicit roles 
that carry with them the emotional, the ex- 
pressive, and neurotic behavior. The thera- 
pist cannot assume complete complementarity 
with the patient’s implicit roles but has as 
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a task the function of making explicit by 
communication to the patient what his 
implicit roles really are. Thus, the therapist 
primarily searches for information, and his 
interventions consist of making clear to the 
patient the information he has obtained 
about his implicit roles. 

The therapist's implicit roles often repre- 
sent his own failures in consciously under- 
standing and in communication. These, too, 
are understood only by observing their 
effects on his patient which are different 
from his expectations. These misunderstand- 
ings are what Rioch believes have been 
termed “counter-transference difficulties.” 
Otherwise the therapist must rely on his 
supervisor or some nonparticipant observer 
to understand what disturbs communication 
with his patient. With experience and 
supervision, he may begin to recognize more 
and more of his distorted implicit responses, 
but never all. However, this is a learning 
process for the therapist, resulting in more 
accurate perceptions of the patient’s com- 
munications and less distortion in his own. 
His instrument becomes more refined. 


V. Clinical Examples 


To exemplify my theoretical discussion, I 
wish first to present the second and fourth 
sessions of a patient beginning psychother- 
apy with a woman therapist. The contents, 
including the communications of patient and 
therapist, will be greatly condensed but will 
be sufficient for an understanding of 
my comments. 
is a 28-year-old single 
who has had 


Case 1.—The patient 
woman teacher and 
much advice to obtain treatment but who is also 
herself aware that she needs help. She wants to get 
married but associates only with men who have 
John, an 

who 


ceramic artist 


no such intention, especially overt 
homosexual. Like 
miscuous after being divorced, patient also has 
Her father has remarried twice 


and is confusingly contradictory in his attitude 


her mother, was pro- 


had many affairs 


She associates with a semidelinquent 
“Bohemian” group but is extremely 
handling distorted background by 
denying her dependency needs and living a 
fantasy life 


toward her. 
sensiti ve, 
her severely 
rich 
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Second Session—The patient was five minutes 
late and began the interview by apologizing, saying 
that she had misjudged the time. She commented : 
“I thought about your remark that I am hurt by 
John, but I don’t feel anything; I'm just numb.” 
When I indicate interest, she says: “Maybe he 
did want to hurt me, but I’m just not conscious 
of it.” This bland attitude of being agreeable 
but not involved was characteristic of the whole 
session. Patient continued to say that just this 
was the trouble with her; she didn’t know where 
she stood, and whether what she thought was right 
or wrong. She knows that she is very insecure. 

She begins telling me about her ceramics job, 
saying that she does not know her position in this 
field. This is in contrast to the previous interview, 
during which patient was able to state her thinking 
quite clearly. Throughout this discussion she 
characteristically presented one aspect, then would 
deny it by advancing a different idea, each time 
seeming to dodge any report that indicated her 
emotional involvement. Patient has an evening 
ceramics class, which pays her as much as $150 
per month, from which she saved the money to go 
to Europe, using the salary from her daytime job 
for living expenses. She has educational theories 
of how to teach her students, who are primarily 
working girls interested in an evening hobby. 
Before she went to Europe, she told the director 
of the workshop that she did not expect him to 
hold the job for her, as she had no idea how 
long she would be away. He assured her that she 
would always have a job with him, as her classes 
had always been very popular. 

She returned from Europe, was told that she 
could continue working, and found herself in the 
position of being the second ceramicist. She has 
only two or three in her class, “but they really 
” while the other ceramicist has a large 
class, “but she already has lost most of my students 
from last year.” The department has gone $500 in 
debt, whereas before it always showed a profit. 
When the director spoke to her about it, she 
suggested that he talk to B., the other girl. She 
and B. have been planning on sending out publicity 
notices for the class, but she has not done so. She 
denies any emotional reaction to all this. I think 
that patient is very competitive toward B. but has 
no understanding of it. She, on the other hand, 
is very open in saying that it would do no good 
to clarify her status with the director because he 
is insincere and does not mean what he says. She 
actually has accepted the status quo with no ques- 
tions, although recently she has been earning 
only $11.00 per month. She is content because she 
uses the facilities of the workshop two days a 
week to do her own ceramics work. 


enjoy it, 


On her regular job in the toy shop, she has 
spoken up to the manager about pay for holidays, 
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etc. The boss, who makes a big fuss and often 
gives vent to his anger, is really very easily 
managed—“I have his number.” The other sales- 
girl at the toy shop has been there much longer 
than she has, but has not been paid as well. She 
does not understand why this girl does not com- 
plain, thinks it is because she is inferior and is 
compensated by the status of working on Michigan 
Avenue. 


When I state that patient had said that she felt 
insecure, and I was trying to understand this, 
she denies insecurity but laughs in a somewhat 
anxious way. 

Comment on Second Session: The patient 
entered this second interview explicitly, as 
a person who presented no feelings, as when 
she stated: “I don’t feel anything; I’m just 
numb.” This external blandness seemed to 
be a defense against participation in emo- 
tional relationships, but beneath this surface 
attitude there seemed to be some genuine 
interest in her teaching and her creative 
work, This side of the patient’s personality 
seemed to have integrity, was positively 
directed and not self-depreciatory. 

The therapist assumed the explicit role of 
being interested in the patient’s work, 
particularly as it related to her association 
with women. It seemed as if the emotional 
significance of women in the patient’s life 
was negated. In this area she seemed to be 
rational and logical, although the therapist 
saw the competitiveness beneath the surface. 
By assuming the explicit role of interest 
with understanding attention, the therapist 
remained passive while the patient discussed 
work and feminine relationships, about 
which she could see no problems. The 
therapist assiduously avoided any exposure 
of the underlying feelings. 

Thus, the therapist assumed the explicit 
attitude of hoping that the patient would 
settle down and accept the treatment as an 
experience in human relationships. Her ac- 


ceptance was calculated to elicit trust and to 
indicate that the treatment would not inter- 
fere with her whole life. Thus, the second 
part of the interview seemed to be struc- 
tured toward the patient’s statement of her 
assets and involved a discussion of her 


security operations. 


Vol. 1, Aug., 1959 


. 
| 
4 
| 
| 


As the patient continued to talk about her 
work and her relationship with women, she 
seemed to become more intent on denying 
what she had said in the first part of the 
interview. At that time she made the explicit 
statement that she knows she is very in- 
secure. As she went on, she bragged more 
and more, denying her insecurity and in- 
dicating her sense of victory over men, for 
example, her boss. In this manner the 
transaction spiraled. The therapist accepted 
the role of an understanding listener to the 
patient’s increasing expressions of confi- 
dence. 

At this point the therapist shifted to the 
implicit level of transaction by indicating to 
the patient that she herself had stated that 
she was insecure. Here the technique was 
not to interpret the patient’s security opera- 
tions, not to weaken her defenses and 
denials, as in a traditional interpretation, 
but simply to call attention to the patient’s 
implicit role in the transaction as it spiraled 
to a point, and indicate the patient’s own ad- 
mission of insecurity. She reacted by denial; 
but her laugh indicated anxiety, and the 
therapist ended the interview with this un- 
resolved. 

That this anxiety had been implicit all 
the time was evidenced by the fact that the 
patient entered the interview by talking about 
the therapist’s interpretation that she had 
been hurt by John. Actually, in the previous 
interview the therapist had only said that ap- 
parently John wanted to hurt her. Also, 
prior statements of the patient’s inherent 
sensitivity were expressed in the intake in- 
terview, when she talked about her feeling 
of rejection by her fellow Americans in 
Paris. In the previous interview she had 
also attempted to project the blame for the 
hurt in her experience with John, although 
she herself had contrived the situation, for 
she asked: “Why did he hurt me?” In this 
interview she states defensively, “But I’m 
not hurt.” Thus, the explicit role in this bit 
transaction was, “Why did he hurt me?”; 
the implicit notion was, “Why do I want to 
get hurt?”; and this, in turn, is denied by an 
explicit statement, “I am not hurt.” 
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The interview ended in a mild disagree- 
ment between the therapist and the patient, 
which is a necessary part of the process of 
therapy. If complete complementarity were 
maintained, there would be no work done. 
But the therapist shifted the transaction, and 
evoking a disagreement indicates the focus 
of therapeutic interest. 

In summary, then, this interview seems 
to have four parts. In the first part, the 
patient indicates her disturbance concerning 
the feeling of wishing to be hurt, denying 
by projecting the blame, and being curious 
regarding John’s wish to hurt her, and, at 
the same time, admitting some insecurity. 
The second part consists in a gradual 
building up of security operations, ending 
in a braggadocio; but implicit in this was a 
mistrust even of the boss, whom she stated 
she could handle very well. The third part of 
the interview reached a spiral of bragging 
and victorious denial by an exaggerated 
statement of constructive and positive ele- 
ments in her life. The fourth period in the 
interview developed from the therapist's in- 
terrupting the explicit-role relationship, 
which had spiraled to a peak and was no 
longer productive, and the transaction was 
turned back to the essence of the patient's 
insecurity. 

Fourth Session—Patient is friendly but says 
that she really has nothing to say. “It is strange, 
but, now that I really have someone to talk to, 
I don’t have anything to say.” There have been 
times when she felt very upset, as though she had 
to have someone to talk to, but there wasn't 
anybody. J ask if she has to feel very upset about 
something in order to talk about it. “No”—she 
has been thinking about John and thinks she 
really could have been sympathetic, but knows 
she did not feel that way at the time. She really 
would not have been true to herself if she hadn't 
acted the way she felt. One thing she did think 
about last week—she is too critical 

She tells of a boy—“I mean a man”—who told 
her that he wanted to be with her any time it 
was convenient for her. She thought to herself, 
“Ugh,” but controlled her reaction and was nice 
to him. J ask why she feels she was too critical 
She thinks that she used to be very unkind and 
would say what she thought. She has been able 
to change herself in this, feels it is possible to 
change and help yourself; do I agree? J say that J 
do. For the last several years she has been able 
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to control her reactions, and she feels that she 
has changed herself a great deal in this. J inquire 
if she feels that her reactions are wrong. She 
immediately becomes specific. “Not about this 
boy, because I knew I didn’t want to go out with 
him or encourage him.” 

She begins to talk about John. John was always 
telling her that she was selfish and critical in 
her reactions. When she first went out with him, 
they traveled on the street car. John would bring 
a book, open it, and completely ignore her. This 
often happened, too, during a whole date. He told 
her there was something wrong with her when 
she objected. J ask for her opinion. She is very 
hesitant and circumlocutory. J point this out and 
ask again her opinion. She is finally able to say 
that she does not feel this is the right way to act 
toward her on a date. J agree and wonder why 
she had had so much difficulty in stating it. 

She brings out that she always has to doubt and 
to weigh her reasons before she decides what she 
thinks. When I verbalize that she feels very much 
in doubt when she has a critical opinion, she is 
uncomfortable. I call her attention to this. She 
tells me of three parties to which she had gone 
as John’s date. In each instance he “just didn’t 
feel like taking her home,” told her to go home 
by herself—and she did. She is able to say that she 
felt humiliated, that she is very sensitive and 
wouldn’t let any other man treat her that way. 
“I didn’t even question it.” She tells of another 
party that John gave at which he “lay down on 
the floor like a baby” because he didn’t feel in 
the mood for entertaining his guests. 

She then appears anxious, and J question 
whether she is not anxious because she is telling 
me some critical thoughts about John. She im- 
mediately denies this but feels she does not have 
the right to be critical, that she should be under- 
standing. J point out that she is afraid of her 
critical thoughts, that she is afraid of her reactions, 
tries to stand off at a distance and keep doubting 
how she feels. She begins to understand what 1 
mean and tells me in some detail the extent to 
which she is always doubting and weighing her 
attitudes. She knows very well that she was 
constantly being humiliated by John but could not 
stop herself. She has to be sure of the truth. 
Why is this bad? J say that one can become 
emotionally crippled by having to stay at such a 
distance and doubt all one’s reactions. She is 
startled. J say that I have made too strong a 
statement for her, that I mean to help her under- 
stand what she is doing to herself at times. She 
asks me if there is not a place for doubt, and 
I say that, of course, there is but that we are 
trying to help her understand when she uses it 
against herself. 
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She tells me that yesterday she bought two 
tickets to a show for her brother and his wife. 
She then got confused. Was she really buying them 
because she wanted them to enjoy it, or did she 
have some ulterior motive? Was she “selfish,” 
thinking that they would consider her a wonderful 
person for doing something like this for them? 
If so, she doesn’t want any part of it. She wants 
to leave herself entirely out of something like 
this, because it is wrong to think of yourself. 
I tell her that I do not think it is possible to leave 
yourself out but that one is directly involved in 
one’s own life. She sees this, says: “But how 
can I know what my motives really are?” J say 
that she is worrying about her hostile thoughts 
again and that we can try to help her with this. 

Patient says that she doesn’t like to think about 
the past, but she has felt this way for a long time. 
Her mother was always nice, but for years she 
never knew what to expect from her father. 
It wasn’t this way when she was little. She could 
remember sitting on her father’s lap and enjoying 
it. Something terrible happened to her brother, 
and he turned to her for help. She didn’t know 
how to help him. Patient then tells about how her 
brother’s young wife had an affair with another 
man and how very upset her brother had _ been. 
Eventually things worked out between them all 
right. Her parents do not know about this. 


Comment on Fourth Session: The patient 
begins the interview by indicating her in- 
sight into her need for a dependent relation- 
ship which she cannot utilize. The therapist 
responds to this with an indication that one 
can establish a safe dependent relationship 
without being under pressure or being 
dramatic. The patient responds then, dis- 
cussing her true feelings versus what is ex- 
pected of her and_ reveals 
information concerning some past behavior. 
Apparently, at an earlier point in life she 
was considered too aggressive and to critical. 
About the age of 18 or 19, at the beginning 
of the John period, she seemed to have been 
put under control by his neglectful attitude. 
Now, at the present time, she is able to con 


significant 


trol her aggressiveness, but she has con- 
tinually doubts about her motivation. Critical 
thoughts about others incite anxiety. Com- 
pulsive doubts seem to dominate the patient's 
conscious and external behavior. 

When the therapist evoked a startle reac- 
tion in the patient as she was pointing out 
her compulsive doubts, the therapist also 
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became doubtful and reacted very much like 
the patient by retracting her statement and 
indicating that perhaps it was too strong. 
Yet, in a very short time thereafter the 
therapist indicated that the patient was 
worrying not about critical thoughts but 
about “hostile thoughts.”” This is a much 
more direct interpretation than the one 
which the therapist attempted to ameliorate 
and which, in subsequent sessions, evoked 
a significant response. 

The communications in this session 
illuminate the differences between a modified 
psychoanalytic and a transactional approach. 
One could, for example, consider that every- 
thing that the subject was saying had 
reference, in a disguised symbolic way, to 
her relationship with the therapist. The man 
who said she could be with him any time it 
was convenient for her was as permissive as 
the therapist. John, who would bring a 
book and open it to ignore her completely, 
would be as intellectual as the therapist. It 
could be conceived that the patient was 
actually talking to the therapist about her 
unconscious feelings and doubts about their 
relationship. 

However, the transactional concept 
utilizes the relationship between therapist 
and patient for the purpose of facilitating 
and permitting the patient to ventilate her 
feelings regarding all relationships. Thus, 
the therapist was permissive and attempted 
to judge the degree of anxiety which the 
patient experienced from the feedback ob- 
tained through her communications. When 
she asked why her doubtings were bad, the 
therapist felt that the anxiety had become 
too strong and attempted to modify the state- 
ment, because she realized that the patient 
was potentially a person whose emotions 
could lead to or threaten an explosion, Later 
on in the interview, the therapist recognized 
that the patient had sufficiently developed 
her defenses, and she made a more direct 
interpretation regarding critical attitudes to- 
ward hostile thoughts. 

Thus, the actual transaction involved a 
relationship which ended only around the 
anxiety axis to which the therapist was 
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sensitive and about which she acted in en- 
couraging or decreasing the amount, de- 
pending upon what the patient could 
experience with safety. As this transaction 
maintained itself, more and more material 
was remembered regarding past relation- 
ships, so that suddenly in the last portion of 
the interview there was a jump from the 
recent past, involving John, to that of the 
more distant past, involving her family. 
Here, again, although the implicit material 
had to do with the mother, who was “nice” 
but actually gave nothing in satisfaction, the 
explicit material had to do with the father 
and brother. Here it is clear that not only 
John, but also father and brother, were un- 
predictable and that toward all of them the 
patient had to assume a giving role. She 
had to do what they wanted, to sit on one’s 
lap, to help in the other’s domestic affairs; 
but at least through the concession of com- 
pliance the patient seemed to obtain some- 
thing real, as contrasted with the completely 
empty relationship with the promiscuous 
mother. 

Thus, although the transaction with the 
therapist was not made explicit, neverthe- 
less, as it continued on a level at which 
anxiety was held to an optimum, memories 
were revealed regarding past transactions. 
In this sense the transaction was productive 
and will apparently continue at this level 
until it is stalemated. This will occur when 
content becomes stereotyped and repetitious. 
Then, of course, the implicit role of the 
helpless and dependent child continually 
disappointed in the absence of a reliable and 
consistent mother will gradually emerge. 

As the memory of transactions outside the 
therapeutic relationship was revived, the 
patient truly ventilated her intense painful 
humiliation that endured from men. 
Her final statements indicated almost a 
nonsequential jump into the far distant past, 
which indicates to us the effectiveness of 
this technique not only in evoking intel- 


she 


lectual memories but also in reviving 
emotional experiences. 
Cast 2—A_ 19-year-old, unmarried doctor's 


office assistant, formerly a student nurse, had been 
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in treatment for eight months because of uncon- 
trolled crying and dissociative episodes after 
beginning her second year of nurse’s training. 
These were precipitated by calls from a boy friend, 
whom the patient did not want to see but who 
was the choice of her parents. She stated that 
her problem involved a struggle between her needs 
to become independent and her doing what her 
parents wished. She was the second of three 
siblings (others were male) of a Midwestern 
Presbyterian family. The father was a civil 
engineer, a critical person with all of his family, 
but one whom patient saw as depreciatory toward 
mother and all women generally. Mother was an 
attractive, aggressive woman who treated patient 
as a potential competitor, who made patient feel 
that she should not grow up (e. g., censored 
patient’s reading material), and implicitly pre- 
sented to patient the maxim: Do as I say, not as 
I do. 

Sixty-Second Session—On the previous weekend 
the patient’s parents had visited her, and father 
had criticized her for not getting a job where 
she could get ahead; mother had agreed with 
father; patient had gotten angry at them because 
she had just asked for a pay raise and had got it 

Patient (After short silence): I'm still little 
upset by something about my parents’ visit (short 
silence). 

Therapist: Did you ask them to come visit 
you? 

Patient: Yes, I asked them up; I just wanted 
to have them come see me. Why do they have 
to be so contrary? It seems as if they can never 
agree with me. (Silence) Oh! I've been thinking 
—I want to move away from where I'm living 
now. The woman I live with is kind of balmy. 
She’s always asking me to come and watch TV 
with her; to find out what I’m doing. I tell her 
“right away,” but I’m not interested in talking 
to her. She tells me about her sons-in-law, whom 
she doesn’t like. I have my own things to think 
about. I would like to move into an apartment 
with a girl friend. She’s coming to school in 
Chicago this fall. 

Therapist: Seems as if your concern about 
your parents’ visit and your desire to move are 
related, 

Patient; My parents might make a fuss or they 
might not, but it wouldn't make me change my 
mind. 

Therapist: Your concern about their visit might 
be related to what happened Saturday (when 
patient asked for and got raise in pay). 

Patient: What?—Oh! (smiling) about the job 
—surprised by that myself. 

Therapist: And then father comes along and 
says it’s not enough, and suggests a change that 
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might not even interest you. Nothing can please 
him. 

Patient: What did you say? (Long silence) I 
think my father might be the way he is because 
he was never around much—he missed the boat 
about having children, and now wants his chil- 
dren to be like they were when he was gone. Do 
you think that might be right? 

Therapist: Do you mean you think that your 
father wants to relive what he missed previously 
in relation to you and your brothers? 

Patient: Yes. 

Therapist: In the past you were angry at your 
father for not being around when he was needed 
and because when he was around all he did was 
criticize. He asked more than you were able to 
give, and things that you might not have wanted 
for yourself. Now he comes up on Sunday and 
is critical and demanding again. You're angry 
again, but I wonder if part of this is because you 
wonder what my response will be to your moving 
—whether I will ask too much or will be critical. 

Patient: (Silence) Not sure if right or wrong 
in the past. 

Therapist: About what? 

Patient: Well, last year I wanted to move, but 
could not afford if financially. Remember? But 
you said it was running away. 

Therapist: And now? 

Patient: I don’t think so. Then I thought you 
were criticizing me. 

Therapist: I asked you to think before you 
acted—so you can know what you're doing. It 
seems as if you've thought this move through. 

Patient: Oh! (smiling) yes. (Silence) You 
know, I’m not sure that I can say it—how I feel; 
but now I can see for the first time that I can be 
happy about living—that | can enjoy things. 

Sixty-Third Session—Patient: Maybe it’s a 
phase I’m going through—not meeting any young 
men—well, not the right kind. 

Therapist: Are you looking? 

Patient: Don’t know. 

Therapist: I don’t understand. 

Patient: Well, I’ve been thinking of Dr. C 
again, and I would like to have him return my 
feelings. He has a number of fine qualities. | 
know that he doesn’t go out with anyone else. 

Therapist: Is this the Dr. C. that you told 
me of going out with once before? 

Patient: Yes. He seems to + burying himself 
in his work. (Short silence) 
the stuff. Then there’s a pharmacist who works 
upstairs in the building where I am. He told R. 
(the other young woman who works in doctor's 
office with patient) that he was going to ask me 
out—about a week ago—said something about it 
recently, too. He probably won't because maybe 
he doesn’t see anything in me. 


* guess I don’t have 


Guess part of it 
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is my fault—I don’t smile—don’t respond to 
greetings by young men—always seem to be 
thinking. 

Therapist: About what? 

Patient: Things I have to do—have done—have 
not done. But the good part of this is that it 
protects me. 

Therapist : 

Patient : 
tearful). 

Therapist: Both of us know this is an old 
pattern of yours—falling back or not knowing; 
being helpless as a child. You really do know 
what you need to protect yourself from. 

Patient: I feel like a failure (tears), and I have 
to protect myself against this feeling of being a 
failure. I don’t want to be hurt. 

Therapist: You failed once—so do all girls— 
what do you expect now? 

Patient: All right, so I failed once, twice, three, 
or four times; but I feel that I can do nothing 
but fail all of the time. 

Therapist: What if you succeeded? 

Patient: I'd be surprised. I couldn't believe it. 

Therapist: Maybe you have more concern with 
success than you think. 

Patient: (Silence) You make me so angry—you 
act as if you don’t know what I’m telling you. 

Therapist: Yes, what? 

Patient: I want to have a man return my feel- 
ings for him (exasperated). 

Therapist: You've been talking about wanting 
to be accepted as a woman. You've made some 
moves in that direction. I think you're concerned 
now whether I will accept that—whether I will 
like you and accept you as a woman. 

Patient: I haven't been aware of that. 

Therapist: I wonder what makes you feel that 
I don’t accept you. 

Patient: I feel that you think of me as a 
failure. That I am not moving toward being a 
woman fast enough. 

Therapist: Last week you spoke of your father 
being critical of you; of your not being good 
enough for him, and his criticizing whatever 
progress you made, You seem to interpret what 
I say or don’t say as criticism of your being a 
woman as if your father were saying it. 

Patient: Guess it happens that sometimes I 
confuse you with my father. 


Comments.—In these two sessions which 
are typical of the patient’s transactions with 
the therapist, her explicit role is that of a 
young adult working and striving toward 
independence from controlling and directing 
parents and current parental figures. Im- 
plicity, she longed for the child-like de- 


From what? 
(Sighing; brings hands up to face; 
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pendent role, with its praise and affection 
from father, easily collapsing with tears and 
helplessness at criticism and, conversely, 
bubbling with joy and happiness at praise 
and approval. Implicit in the transactions 
were her fascination with the therapist and 
its accompanying guilt, with the expectation 
that with him, as with father and all men, 
she is doomed to fail. 

The therapist explicitly wanted his patient 
to move away from her dependence, but at 
first his implicit role was pushing and am- 
bitious for her, at the same time controlling. 
He wanted her to be independent but ac- 
cused her of running away, making her 
more ashamed and helpless. Correcting this 
resulted in the patient’s temporary joy. 
Then, feeling less a child, her sexual 
feelings for the therapist increase, and she 
expects rejection and failure. At once the 
therapist dissociates himself from the father 
and makes clear the difference between 
himself and the patient’s expectation that he 
will be like her father. However, the 
transaction is being pushed vigorously by 
the therapist’s therapeutic ambitions and his 
implicit acceptance of her affection, despite 
his words, as specific and personal, for his 
own gratification. This dooms the patient 
to another future failure. Thus, around the 
axes of both dependency and sexuality, the 
therapist has sent contradictory messages— 
what Bateson calls a double bind. As a re- 
sult there is a rapid movement by the 
patient, oscillating between the two axes, 
which has to be resolved to avoid her giving 
up hore completely and becoming deeply 
depressed and/or substituting her own 
fantasy solutions as a substitute for contra- 
dictory reality. 


VI 


In summary, what I have proposed is a 
method of psychotherapy based on the 
operations derived from field, role, and com- 
munications theories, rather than on a theory 
of personality. This facilitates a vivid, cur- 
rent understanding of the patient without 
recourse to reified variables of unconscious, 


transference, resist- 
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ance, topological foci, processes involving 
energy, or any part-functions of the human 
being in behavior. The more we understand 
theoretical psychodynamics and the less we 
are influenced by it operationally, the better 
we may understand our patients and our- 


selves. 

This model remains to be tested for its 
applicability to various pathological entities 
involving thinking, feeling, and behavior. 
Many technical problems require much more 
understanding, to be developed from future 
experimentation. Its effectiveness by what- 
ever criterion needs to be proved, but I 
think it offers promise. 


Michael Reese Hospital, 29th St. & Ellis Ave. 
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Parents of Schizophrenics, Neurotics, and Normals 


SEYMOUR FISHER, Ph.D.; INA BOYD, M.D.; DONALD WALKER, Ph.D., and DIANNE SHEER, M.A., 


Houston, Texas 


Introduction and Purpose 


Theories concerning the etiology of 
schizophrenia which emphasize the im- 
portance of past socialization experiences 
usually assign a high degree of direct or 
indirect significance to parental behavior. 
That is, most theories which link 
schizophrenia with the pattern of the 
patient’s upbringing usually assume that the 
pattern reflects how his parents dealt with 
him. It is presumed that the schizophrenic 
is somehow a product of disturbed and 
pathological behavior on the part of his 
parents. Basic to this viewpoint is the idea 


: that parents of schizophrenics are more dis- 


organized and less well adjusted than 
parents of normals and therefore more likely 
to expose their children to pathology-pro- 
ducing experiences. Despite the importance 
of this proposition to the functional ap- 
proach to schizophrenia, it has not been 
carefully investigated. One does find studies 
in the literature™!1*"5 concerned with 
evaluating the validity of the proposition. 
However, most of these studies have been 
of the clinical-anecdotal variety. The re- 
latively few which have been carried through 
with an objective orientation have suffered 
either from a lack of adequate control 
groups *!8 or from too great dependence on 
questionnaire measures** which tap only 
the peripheral aspects of behavior. It has 
~ Submitted for publication Sept. 22, 1958. 
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not been possible to find even one instance 
in the literature in which the problem has 
been approached within a_ well-defined 
design, with adequate control groups, and 
with multiple modes of measurement. 

The present study was undertaken in 
order to investigate more adequately the 
question of whether parents of schizophrenic 
patients do differ significantly from parents 
of nonschizophrenic patients. Broadly 
speaking, it was the intent to determine 
whether there are differences between such 
categories of parents in degree of personality 
pathology, patterning of personality de- 
fenses, and modes of interaction with 
others. 


Subjects 


Three groups of subjects were used: 
parents of schizophrenics, parents of 
neurotics, and parents of normals.* 

Group 1. The “schizophrenia” group con- 
sisted of the mothers and fathers of 20 
white male patients at the Veterans Ad- 
ministration Hospital, Houston, who had 
unequivocally been diagnosed as mani- 
festing schizophrenic symptoms. The medi- 
an age of the mothers was 60, and the 
median age of the fathers was 65. The 
median educational level of both the mothers 
and the fathers fell in a broad category of 
6-8 years. The only significant selective 
factor that operated in the choice of sub- 
jects was that no families were included in 
which either parent was dead or in which 
the parents were living apart from each 
other because of divorce or separation, and 


*In applying it to a somewhat rural Texas 
sample of elderly people, it was considered best to 
omit two items pertaining to job advancement and 
one pertaining to sexual behavior that seemed in- 
appropriate for the situation. 
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were therefore difficult to study as a family 
unit. It was felt that the disadvantage of 
such selectivity was more than outweighed 
by the advantage of being able in each case 
to evaluate both of the parents. 

Group 2. The “neurotic” group was com- 
prised of the mothers and fathers of 20 
white male patients in the Houston Veterans 
Administration Hospital who had _ been 
diagnosed as neurotic, but who clearly had 
never shown schizophrenic symptoms. 
Fifteen in the male patient group were 
diagnosed as showing anxiety reactions; 
two, as an “inadequate personality”; one, 
as “depressed”; one, as a “compulsive per- 
sonality,” and one, as a “passive-aggressive” 
personality. The median age of the mothers 
was 58 years and that of the fathers 63 
years. The median educational level of the 
mothers and fathers fell in the broad cate- 
gory of 6-8 years. Here, too, there was 
selectivity in the sample insofar as only 
those families were studied in which both 
parents were alive and living together. It 
was intended that this group should 
constitute one of the control groups against 
which to compare the parents of the 
schizophrenics. The assumption was made 
that it represented a group of parents who 
had reared a child who was intermediate 
between the schizophrenic patients and the 
normal su'jjects in degree of personality 
pathology. It would follow from the func- 
tional approach to personality disorganiza- 
tion that the parents of neurotics should, in 
terms of their own personality pathology, 
fall into a position somewhere between the 
parents of schizophrenics and the parents 
of normals. 

Group 3. The “normal” group included 
the mothers and fathers of 20 white male 
veterans who had never required treatment 
for neurotic or psychotic symptoms and who 
were members of families in which none of 
the immediate primary members had re- 
ceived psychiatric treatment. The median 
age of the mothers was 56 years and that 
of the fathers 58 years. The median 
educational level of the fathers was in the 
6-8 year category, but that of the mothers 


46/150 


was in the category of having had some high 
school work. There were actually two sub- 
groups within the normal group. One sub- 
group consisted of the mothers and fathers 
of 10 male veterans who were hospitalized 
at the Houston Veterans Administration 
Hospital for nonpsychiatric reasons. Five 
were hospitalized for tuberculosis; three, 
for spinal injuries with associated severe 
crippling (e. g., quadriplegia); one, for 
Bell’s palsy, and one, for pain symptoms 
involving the right shoulder girdle. The 
second subgroup involved the mothers and 
fathers of 10 male veterans who at the time 
of the study were not hospitalized for any 
reason. Seven of the parental pairs in this 
subgroup were recruited for the study from 
the volunteer workers in the VA Hospital, 
and three of the parental pairs were ob- 
tained by communicating with certain 
families known to us and offering them a 
fee for their participation. The division of 
the normal group into parents of hos- 
pitalized sons and parents of nonhospitalized 
sons was not part of the original design. It 
had been intended to use only parents of 
normal veterans hospitalized for non- 
psychiatric reasons. However, it proved so 
difficult to recruit such parents within the 
immediate hospital setting that it became 
necessary to look to other recruiting 
channels. As will be seen, this accidental 
change in the design provided some in- 
teresting information. 

The Kruskal-Wallis one-way analysis of 
variance technique indicated that the parents 
in each of the groups did not differ 
significantly from each other in age or oc- 
cupational level as defined by Roe’s™ 
classification system. However, the normals 
did tend to exceed the other groups in 
education at the 10% level. 


Methods and Procedures 


A range of techniques was employed to 
survey each group of parents. There were 
measures which, at one extreme, were based 
on the consciously censored replies of the 
individual subject to direct questions and 
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which, at the other extreme, tapped levels 
of behavior which are mainly a function of 
unconscious factors. Within another frame 
of reference, the measures differed widely 
in the sense that some focused entirely on 
the traits of the individual parent and others 
concerned the interaction behavior between 
the two members constituting the parental 
pair. 

The various techniques of evaluation will 
now be enumerated and described. 

1. Individual Interview.—All of the 
parents were individually interviewed by 
one person, who was a social worker. This 
interview was conducted in a uniform 
fashion according to a detailed series of 
questions. The interview questions were 
chosen entirely on an exploratory basis and 
were intended mainly to obtain from each 
subject how positively or negatively he felt 
toward various important figures in his life 
and also his opinions about sexual issues. 
Thus, there were clusters of questions 
dealing with his feelings toward his father 
(five items), his mother (six items), his 
spouse (six items), and his son who had 
been the criterion of his inclusion in the 
study (eight items). There was also a group 
of questions concerned with determining 
how accepting or rejecting the subject was 
of sexual expression (six items). The 
questions concerning sexual attitudes were 
included because there are previous find- 
ings? which emphasize the importance of 
sexual attitudes in distinguishing the parents 
of schizophrenics from other categories of 
parents. 

These questions elicited responses in the 
subject’s own spontaneous language and so 
could be quantified only by means of rating 
procedures. All scoring was done by teams 
consisting of two joint raters. The material 
to be scored was stripped of any identifica- 
tion that might suggest to which group the 
subject in question belonged. There were 
five teams of joint raters, made up of 
various combinations from a pool of four 
raters. In most instances the raters had to 
decide whether a given response by a sub- 
ject indicated little, moderate, or great 


Fisher et al. 


PARENTS OF SCHIZOPHRENICS, NEUROTICS 


hostility toward the figure in question. With 
reference to sexual attitudes, the raters had 
to decide on the basis of the replies to ques- 
tions whether the subject had a rejecting, 
indeterminate, or accepting attitude toward 
sexual expression. 

It was necessary to standardize the 
scoring norms used by the raters by first 
submitting separately to two scoring teams 
the interview protocols from 16 subjects. 
Each team made a series of ratings for each 
protocol, and there was determined the 
degree of agreement between the two teams 
for various areas of the interview. It was 
found that for the items in the individual 
interview there was perfect agreement in 
80% of the instances and agreement within 
one scoring unit in 97% of the instances. 

2. Concordance Concerning Past Events. 

Included in the individual interview were 
groups of questions designed to permit an 
evaluation of how well any father-mother 
pair were in agreement about past events 
involving them which had occurred since 
they had first entered into a relationship 
with each other. Each spouse was _in- 
dividually asked questions of this sort, and 
his/her replies could be compared to deter- 
mine how much they differed. For example, 
each would be asked when and where he or 
she became acquainted. Or each would be 
asked who handled the money in the family. 
There were 13 questions which dealt with 
events involving the two spouses, 6 questions 
involving the past behavior of the son, and 
4 questions relating to such issues as 
standards of sexual propriety and acceptable 
modes of expressing anger. The scoring of 
concordance between the spouses required 
the judges to decide whether the two sets of 
responses to any given question were in 
disagreement (scored 1), in substantial 
agreement (scored 3), or too vague for ac- 
curate comparison in this respect (scored 2). 
It was that the concordance 
measures would provide an index of the 
degree to which the spouses shared a com- 
mon viewpoint of their life together. The 
assumption was that the less their con- 
cordance the less the likelihood that they had 
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maintained close, harmonious communica- 
tion with each other during their marriage. 
Accordingly, it was expected that there 
would be less concordance as one proceeded 
from the parents of the normals, to the 
parents of the neurotics, to the parents of 
the schizophrenics. 

When the degree of congruence between 
two scoring teams in evaluating concordance 
for eight spouse pairs was determined, it 
was found that there was perfect agreement 
for 83% of the instances and agreement 
within one scoring category in 98% of the 
instances. 

3. Projective Questions —The following 
series of projective questions was asked of 
each subject: 

What is the worst crime that a person can 
commit ? 

If a person loses control of himself, what is he 
most likely to do? 

If you could remove any fear you have, which 
would you most want to remove? 

When a person is suddenly crippled, what is his 
first thought ? 

If you had all the money you wanted, what 
would you do first? 

If you had six months to live, how would you 
spend the time? 

These questions were intended to evaluate 
the degree to which the individual could face 
up to the more personal, selfish, unpleasant, 
and anxiety-laden feelings within himself. 
That is, it was hoped that they would dis- 
criminate between those who can explicitly 
recognize the private and less socially ac- 
ceptable aspects of themselves and those 
who shut out such aspects. The questions 
were chosen so as to tap broad-feeling areas 
having to do with anger, fear, selfishness, 
incapacitation, and loss of self-control. 
Scoring of a subject’s answer to a given 
question was based on the degree to which 
the issue implicit in the question was 
seriously and personally faced. The scoring 
criteria which were applied to each question 
are shown in the tabulation on the following 
page. 

In all instances the scoring category 
designated as 3 was considered to represent 
the answer which indicated a facing up to a 
specific emotional reality. Perhaps a special 
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word is in order concerning the Category 
3 answer for the question that poses the 
problem of having only six months left to 
live. It was somewhat arbitrarily assumed 
that the subject who indicated that he would 
spend his remaining time trying to gratify 
himself was most directly facing the fact 
that impending death would be experienced 
as a bitter frustration which would stir up 
intense wishes for compensation and self- 
gratification. 

Relative to the projective questions, it was 
expected that there would be less ability to 
face up to personal feelings in the parents 
of disturbed persons than in the parents of 
the normals. 

4. Worcester Scale of Social Attain- 
ment.—The Worcester Scale of Social At- 
tainment was administered to each parent. 
This scale was devised by Leslie Phillips ' 
in order to evaluate the subject’s level of ad- 
justment in terms of what he has achieved 
in school, in his work, within the context 
of his sexual role (e. g., age of marriage 
and number of children); in terms of his 
participation in community affairs, and so 
forth. The greater the number of life areas 
in which a person has been relatively suc- 
cessful the higher is the score he obtains. 
It has been shown! that the scale dis- 
criminates significantly between normals and 
schizophrenics and among normals mani- 
festing different degrees of maladjustment.” 
This measure was included in the battery 
of procedures because it provides an over- 
all summary index, based on_ straightfor- 
ward factual material, of how well the 
subject had dealt with a wide spectrum of 

typically encountered adjustment prob!ems. 

5. Rorschach Ink Blot Test.—The 
Rorschach test was intended to serve as a 
means of analyzing certain dimensions of 
the subject’s personality organization. Three 
measures were derived from the Rorschach 
protocols. 

A. Fisher Maladjustment Score: This 
score is a function of the degree to which 
a Rorschach record deviates in the direction 
of maladjustment from normal standards. 
Penalty weights are applied for all de- 
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Worst crime? 
1 2 
No crime mentioned Minor crime 
Lose control of self? 
1 2 
No unpleasant consequence 
quence 
Which fear most want to remove? 
1 2 
No fear mentioned 
reference 
First thought when crippled ? 
1 ? 
No specific thought 


If had all the money you wanted? 
1 2 
Very impersonal or 
evasive answer 
If had six months to live? 
1 2 
Make no difference in how 
pass the remaining time 


partures from the norms which are con- 
sidered to have maladjustive implications, 
and the sum of the weights constitutes the 
total score. The penalty weights seek to 
duplicate quantitatively the sort of evalua- 
tion which is usually made clinically in 
deciding how much personality pathology 
is present in a given Rorschach record. 
Illustratively, penalties are given if response 
total is too low, if there are few movement 
responses, if too many loose color responses 
occur, and if the percentage of animal 
responses is usually high. The Fisher 
maladjustment score has been used in a 
variety of studies ** and has proved itself 
able to differentiate significantly among 
persons manifesting various degrees of 
personality pathology. 

B. Fisher Rigidity Score: The Ror- 
schach index of personality rigidity is 
derived from Rorschach signs which have 
been found to characterize persons who are 
habitually constricted and who find it neces- 
sary to deal with the environment with an 
unusual amount of guarded caution. These 
signs are based on any indications that the 
subject is limiting the range of his re- 
sponses to the ink blots. Thus, restriction 
in number of responses, limitation in use 
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Minor unpleasant conse- 
Impersonal or remote 


Superficial thought that 
evades the seriousness 
of the situation 


Help other people 


Get ready by closing out 
affairs, praying, etc. 


3 


Serious crime 


3 
Serious unpleasant conse- 
quence 


3 
Very personal fear 


3 
Serious thought which faces 
the seriousness of being 
crippled 


3 


Gratify self 


3 
Gratify self in some 
special way 


of color, and narrowing percepts to one 
class of objects are illustrative of what is 
considered rigid behavior in the Rorschach 
test. A series of penalty weights is assigned 
for rigidity indicators, and the total rigidity 
score is equal to the sum of these weights. 
The validity of the measure has been dem- 
onstrated in a number of studies which 
have been summarized elsewhere.?* 


C. Definiteness of Body-Image Bound- 
aries: The boundary-definiteness variable 
is concerned with the manner in which one 
pictures his body boundaries. It evaluates 
the degree to which one perceives his bound- 
aries as definite and firm, as contrasted 
with indefinite and weak. The scoring p-o- 
cedure involves the counting of al! instances 
in which unusual protective, enclosing, con- 
cealing, or decorative qualities are =ttrib- 
uted to the peripheries of percepts. Within 
this category would fall such responses as 
the following: 

“Knight in armor” 

“Cave with rocky walls” 

“Caterpillar in a cocoon” 

“Woman wearing a fancy sash” 

The sum of all such responses constitutes 
the Barrier 


score. It has been clearly 


shown * that the Barrier score is linked with 
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body-image attitudes and that the greater 
a subject’s score the more likely he is to 
deal with situations in a well-integrated and 
stable fashion. 

6. Thematic Apperception Test.—Nine 
cards of the TAT (1, 2, 5, 6BM, 7BM, 
6GF, 7GF, 13G, 17BM) were administered 
to each subject. From the protocols two 
measures were derived which, on the basis 
of previous work,** were considered to tap 
significant personality variables. 

A. Level of Aspiration: This TAT in- 
dex was simply a count of all statements 
which referred to a story character’s hoping 
for high achievement, working hard, being 
seriously dedicated to some task, or having 
attained high goals. 

It was conjectured that the normal par- 
ents would be more likely than the other 
parents to have aspiring and accomplishing 
attitudes toward life. The idea presented 
itself that personality pathology was most 
likely to develop in a setting in which there 
was a lack of goal orientation and an 
absence of interest in getting things done. 

B. Parental Images: The second TAT 
measure, which has been used in other 
studies,*-** had to do with attitudes toward 
the parental figures. Stories about parental 
figures were evaluated on a continuum of 
weak-vague, as against definite-forceful. 
The concern was with the definiteness of 
the image of the parents. Scores were de- 
termined from Cards 2, 7BM, and 6BM, 
which usually evoke a relatively high num- 
ber of associations concerning parental 
figures. It was assumed that subjects with 
definite attitudes toward the parental figures 
would make specific positive or negative 
statements about both mother and father 
on Card 2, about father on Card 7BM, and 
about mother on Card 6BM. If a subject 
made a definite statement about both par- 
ents on Card 2, he was given a credit of 
+1 for each of these statements and was 
likewise given a credit of +1 for a definite 
positive or negative characterization of 
father on Card 7BM and another +1 for 
such a characterization of mother on Card 
6BM. A maximum of +4 could be attained 
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for the highest degree of definiteness. If a 

subject gave a weak or not definitely posi- 
tive or negative description of one parent 
on Card 2, he was given a penalty score 
of —1l. An unclear description of both 
parents on this card resulted in a penalty 
of —2. Another penalty unit could be ob- 
tained for Card 7BM and also one for 
Card 6BM. The maximum penalty score 
was —4. A subject’s final definiteness score 
was equal to the difference between the 
total number of plus and minus units. The 
most definite image of the parents would 
result in a score of +4, and the least defi- 
nite image would be represented by a score 
of —4. 

Previous findings * indicate that a definite 
concept of the parents usually is a correlate 
of having had parental figures who repre- 
sented a definite way of life and who stood 
for well-articulated values. It has also been 
shown * that persons with definite parental 
images show more stability and goal-di- 
rected activity in the face of stress than do 
persons with indefinite parental images. 
With this as a reference point, it was hy- 
pothesized that the parents of the schizo- 
phrenics would have less definite concepts 
of their parents than would the parents of 
the neurotics and normals. It was also hy- 
pothesized that the parents of the neurotics 
would have less definite parental images 
than the parents of the normals. 

7. Interaction Evaluations —A good deal 
of emphasis has been given in this study to 
viewing any given set of parents not as 
two separate individuals but as a small 
group with an interaction pattern that has 
special characteristics. The possibility could 
not be discounted that schizophrenia is a 
resultant not so much of the traits of each 
individual parent as of a particularly patho- 
logical mode of interaction between the two 
of them. It is conceivable that the two 
parents in one family group might be indi- 
vidually less maladjusted than two other 
parents, but still more likely to provide 
pathological socialization for their child 
because their interaction patterns with each 
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other were so much more conflictual and 
disharmonious. 

The interaction patterns of each parental 
pair were evaluated in four different con- 
texts. 

A. After each parent had completed all 
of the individual interview and test pro- 
cedures, they were brought together and 
requested to hold a joint discussion of 
what they considered to be the main assets 
of their son. No time limits were set, and 
the discussion proceeded until the parents 
indicated that they were finished. The con- 
tent of the discussion was written down as 
nearly verbatim as possible. 

B. Upon completion of this task, the 
parents were asked to discuss jointly what 
they considered to be the chief faults and 
liabilities of their son. Once again there 
were no time limits. 

C. A third joint task which was set for 
the parents required them to look at TAT 
Picture 2, which they had both previously 
interpreted individually, and to make up a 
story about it to which they could both 
agree. There were no time limits. 

D. A final task required that the parents 
look at TAT Card 9BM, which neither 
parent had previously seen, and to compose 
a joint story about it to which they could 
both agree. Once again there were no time 
limits. 

The scoring of the joint interaction pro- 
tocols was done by the same teams of raters 
as those who evaluated the interview re- 
sponses. There was determined for each of 
the four interaction sequences the following 
information : 

The parent who took the initiative in talking 
first. 

The patient who clearly did the major part of 
the talking. 

The total number of times that each initiated 
new statements to the other after the other had 
completed saying something. 

The over-all amount of agreement between the 
two during the interaction sequence. This was 
scored on a three-point basis. ‘ 

1. Substantial disagreement. 

2. Can't tell whether they agree or disagree be- 
cause of the vagueness of their statements. 

3. Substantial agreement. 
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‘For the last interaction sequence which 
involved TAT Card 9BM, not previously 
seen by either parent, the rating of degree 
of agreement was made separately for the 
first half of the interaction and then for 
the second half. 

When the degree of congruence between 
two scoring teams in evaluating joint inter- 
action for eight spouse pairs was deter- 
mined, it was noted that there was perfect 
agreement for 87% of the instances and 
agreement within one scoring category for 
of the instances. 


Results 


Influence of Hospitalization —The anal- 
ysis of the data is complicated by the fact 
that the normal group actually consists of 
two subgroups. One subgroup is comprised 
of the parents of 10 hospitalized (nonpsy- 
chiatric) men, and the other, of the parents 
of 10 nonhospitalized men. The question 
arises whether the parents of the nonhos- 
pitalized men are proper controls against 
which to compare the parents of the neu- 
rotic and schizophrenic patients, who at the 
time of the study were actively experiencing 
the anxiety of having a member of the 
family hospitalized. It is conceivable that 
there might be no basic differences between 
parents of normals and those of schizo- 
phrenic patients, but that differences might 
be artificially obtained simply as the result 
of the fact that one group was anxious 
about a hospitalized member and the other 
group carried no such load of anxiety. 
Differences in interview and test behavior 
might be observed merely as a function of 
immediate situational factors which were 
not pertinent to more fundamental long- 
term variables. The parents of the 10 nor- 
mal hospitalized men had been chosen just 
so as control this hospitalization factor. 

The most direct way that presented itself 
of evaluating the significance of the hos- 
pitalization experience was to compare the 
parents of the normal hospitalized men with 
the parents of the normal nonhospitalized 
men. Table 1 presents an analysis of the 
comparison. It can be seen that, as defined 
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Taste 1—Mann-Whitney U-Test Comparisons of 
Parents of Hospitalized and Nonhospitalized 
Normal Men 


Group 
with 
Highest 
Score 


Level of 
Variable Significance 
Individual interview 

Criticism of mother . . 

Criticism of father 

Total parent criticism. 

Parental conflict... 

Criticism of spouse . 

Criticiem of som.........-...-.- 

Troubles with son...............- 

Nonacceptance of sex_............ 
Projective questions 

Worst crime 

If lose control... ... 

Fear .. 

If crippled 

If had all money you want....... 

Concordance 

Each other 

Son. 

Abstract. 

Total of all 
Joint interaction 

Assets and liabilities... 


0.05-0.10 


Rorschach 

Rigidity ..... 

Maladjustment . . 

Barrier score — 
Thematic Apperception Test 

Aspiration 

Parental definiteness anes 
Worcester Social Attainment Scale 


.05-0.02 
0.05-0.02 


* H. N.=hospital normal. 


by Mann-Whitney tests, there are no differ- 
ences of significance between the groups 
for the individual interview items, for the 
projective questions, for the interview con- 
cordance indices, for the joint interaction 
measures, for the Worcester Scale of Social 
Attainment, and for the TAT measures. 
Only in the area of two of the Rorschach 
scores does one find significant differences. 
The parents of the nonhospitalized normals 
obtain significantly lower Maladjustment 
and Rigidity scores than do the parents in 
the other subgroup. However, even these 
differences disappeared when correction 
was made for the fact that the nonhospital 
parents group had a significantly higher 
level of education than the hospital parent 
group. The correction consisted of elimi- 
nating six nonhospital parents who had one 
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or more years of college, three hospital par- 
ents with one or more years of college, and 
one hospital parent with less than five 
grades of education. This resulted in the 
two groups having exactly equivalent edu- 
cational levels. 

The findings suggest that the factor of 
having a member of the family hospitalized 
does not appreciably affect the kinds of 
measures which were obtained in the pres- 
ent study. It therefore seemed logical to 
combine the parents of the hospitalized and 
nonhospitalized normals and to treat them 
as one control group. 

Influence of Education —The possibility 
that educational level might have to be care- 
fully controlled in analyzing the data was 
certainly highlighted by the fact that the 
Rorschach between the 
two subgroups of normals disappeared when 


score differences 
disparities in educational level were equal- 
ized. Indeed, Mann-Whitney U-tests indi- 
cated that the total group of parents of 
normals higher (0.07 
level) in education than the parents of the 


was significantly 
schizophrenics and also significantly higher 
(0.03 level) than the parents of the neu- 
rotics. There were only chance differences 
in this respect between the parents of the 
neurotics and the parents of the schizo- 
phrenics. In order to evaluate the part that 
educational level contributed to the various 
scores, a series of contingency coefficients 
was calculated within each group for the 
relationship of educational level to a repre- 
sentative series of 16 scores that had proved 
to be most significantly differentiating be- 
tween parents of normals and the other two 
groups of parents. Five of the scores in 
the series related to the individual interview. 
Three had to do with the measure of con- 
cordance. Four concerned the joint inter- 
action interview; two concerned _ the 
Rorschach score, and two related to the 
TAT score. Of the 36 contingency coeffi- 
cients obtained which did not concern the 
Rorschach score, or the TAT score, only 2 
were within significant levels. None was 
significant in the group of parents of nor- 


Vol. 1, Aug., 1959 


== 
TA’ - on 
Interview and TAT. oo 
H.N. 
| 


mals or in the group of parents of neurotics. 
In the group of parents of schizophrenics 
the number of times the responses of each 
spouse were too vague to be evaluated as 
to concordance was found to be negatively 
(0.05-0.01 level) correlated with level of 
education. Also in the schizophrenic group, 
the total number of exchanges of statements 
between the spouses during the joint inter- 
view was positively correlated (0.10-0.05 
level) with level of education. 

Of the six correlations involving the 
Rorschach score, five were significant. The 
Maladjustment score was negatively corre- 
lated with educational level in the group of 
parents of normals (0.10-0.05 level) and 
in the group of parents of schizophrenics 
(0.02-0.01 level), but the correlation was 
of a chance order in the group of parents 
of neurotics. The Rigidity score was sig- 
nificantly negatively correlated with level of 
education in the group of parents of nor- 
mals (0.02-0.01 level), in the group of 
parents of neurotics (0,02-0.01 level), and 
in the group of parents of schizophrenics 
(0.05-0.02 level). 

Of the six scores derived from the TAT, 
three were significantly related to educa- 
tional level. TAT Aspiration was positively 
related to level of education in the group 
of parents of neurotics (0.10-0.05 level) 
and in the group of parents of schizo- 
phrenics (0.10-0.05 level). TAT Definite- 
ness of Parents was positively correlated 


PARENTS OF SCHIZOPHRENICS, NEUROTICS 


with level of education in the schizophrenic 
group (0.10-0.05 level). 

Within each group, then, it would appear 
that educational level is significantly linked 
only to the two Rorschach indices and to 
the two TAT scores. 

A further analysis was made of the rela- 
tionship between educational level and a 
number of variables in the combined sub- 
ject population. Educational level was cor- 
related by means of contingency coefficients 
with four individual interview scores, two 
concordance scores, two joint interaction 
scores, the two Rorschach scores, and the 
two TAT scores. Only the correlations 
involving the Rorschach variables and the 
TAT variables attained significance. Edu- 
cational level was negatively correlated with 
Maladjustment (0.001 level) and negatively 
correlated with Rigidity (0.001 level). It 
was positively correlated with TAT Aspi- 
ration (0.01-0.001 level) and that TAT 
Definiteness of Parents (0.02-0.01 level). 


It would appear that most of the differ- 
ences in scores among the groups may be 
directly interpreted without making correc- 
tions for the influence of education. How- 
ever, corrections do seem in order so far as 
the Rorschach scores and TAT scores are 
concerned, and they will be described at a 
later point. 

Individual Interview.—The analysis of 
the interview items pertaining to verbalized 
attitudes toward mother, father, spouse, son, 


Taste 2.—Mann-Whitney U-Tests of Significance of Interview-Score Differences 


Among the Various Parental Groups 


Normal Vs. Neurotic 


Variables 


Higher Score 


Criticism of mother 
Criticism of father ___. Nt 
Total parental criticism N 
Parental conflict 

Criticism of spouse 

Criticism of son. N 
Troubles with son N 
Nonacceptance of sex 


* N.S.=not significant. 
t N= Normal. 
t S=Schizophrenic. 


Fisher et all. 


Normal Vs. Schizophrenic Neurotic Vs. Schizophrenic 


— oun 


Group with Significance Group with Significance Group with Significance 
Level 


Higher Score Level Higher Score Level 


N.8 N. 8. 
0.13 N.8 N. 8. 
0.07 N.8 N.8 
N. 8. N.8 N.8 
N. 8. 8 0.07 8t 0.002 
0.04 N 0.001 N.8. 
0.08 N.8 N.8 
N. 8. 8 0.05 N.8 
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and sexual expression resulted in rather 
vague indefinite findings. As can be seen 
in Table 2, the parents of the normals 
tend to express more hostility toward the 
parental figures and their own son than 
do the parents of the neurotics. But, 
actually, only in the instance of Total Pa- 
rental Criticism, Criticism of Son, and Trou- 
bles with Son are the differences at the 
0.10 level or better. The parents of the 
normals were also significantly (0.001 
level) more critical of their sons than the 
parents of the schizophrenics. But the par- 
ents of the schizophrenics were more 
(0.07 level) critical of their spouses than 
the parents of the normals. They were also 
more critical (0.002 level) in this respect 
than the parents of the neurotics. There 
was a significant tendency (0.05 level) for 
the parents of the normals to be more ac- 
cepting of sexual expression than the par- 
ents of the schizophrenics. The difference 
between parents of normals and parents of 
neurotics for this variable was in the same 
direction but was not significant. The par- 
ents of neurotics tended to be more accept- 
ing of sexual expression than the parents 
of schizophrenics, but the difference was 
only at the 0.20 level. 

The only points that emerge from these 
interview data with even moderate force 
are the following: 

1. Parents of normals are more willing 
to indicate that they have hostility toward 
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TaBLe 3.—Mann-Whitney U-Tests of Significance of Differences in Interview 
Concordance Among the Various Group of Parents 


their parents and sons than do the parents 
of neurotics. 

2. Parents of schizophrenics verbalize 
more hostility about their spouses than do 
parents of normals or of neurotics. 

3. Parents of normals tend to be more 
verbally accepting of sexual expression than 
are parents of schizophrenics. 

Projective Questions —The scores de- 
rived from the projective questions turned 
out to be essentially nondiscriminating 
among the three groups of parents. Only 
2 differences out of 18 were significant, 
and even these might have occurred by 
chance alone. Parents of normals were 
more willing than the parents of schizo- 
phrenics to designate a major fear they 
would like to eliminate (0.02 level). The 
other difference which was found indicated 
that parents of neurotics were able more 
frequently than the parents of schizophren- 
ics to face up to a major destructive conse- 
quence of someone losing control of oneself. 


Concordance-—The concordance meas- 
ures indicated little difference between the 
parents of normals and the parents of neu- 
rotics. Table 3 shows that the “neurotic” 
spouses were in more agreement (0.10-0.05 
level) about past major events concerning 
their sons than were the “normal” spouses 
and, similarly, more in agreement about 
past childhood difficulties of their sons 
(0.10-0.05 level). The “normal” spouses 
tended (0.20-0.10 level) ‘to be more in 


Normal Vs. Neurotic 


Normal Vs. Schizophrenic Neurotic Vs. Schizophrenic 


Group with Significance Group with Significance Group with Significance 


Variables Level 


Higher Score 


Concordance about each other *.............._. 
Concordance about Ne 
Nt 


Total Agrees for all items...............-..- 
Total weighted score for all items............._. 
Son check-list disagreements... 


Level 


Higher Score Higher Score 


t Ne= Neurotic. 
N= Normal. 
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N.8. N.8. Net 0.10-0.05 
0.10-0.05 N.8. Ne 0.10-0.05 
0.20-0.10 N.8. N.8. 
Total Disagreements for all items__... N. 8. N.8. N.8. 
Total Can't Tells for all iten N. 8. 0.10-0.05 N.8. 
N.8. N 0.20-0.10 Ne 0.05-0.02 ee 
N. 8. N. 8. N.8. 
N 0.10-0.05 N. 8. N. 8. ‘ 


agreement than the “neurotic” spouses about 
abstract issues. One notes that the “nor- 
mal” spouses gave fewer total replies which 
had to be scored “can’t tell” than did the 
“schizophrenic” spouses (0.10-0.05 level). 
In the same vein, the “normal” spouses 
tended to give a greater number of total 
replies which could be scored “agree” than 
did the schizophrenic spouses (0.20-0.10 
level). The “neurotic” spouses manifested 
greater concordance than “schizophrenic” 
spouses in their statements about each other 
(0.10-0.05 level), in their statements about 
their sons (0.10-0.05 level), and in the total 
number of all statements which could be 
scored as “agree” (0.05-0.02 level). 

While the detailed results are not strongly 
and consistently in any given direction, one 
can see that both the “normal” spouses and 
the “neurotic” spouses appear to be in 
agreement with each other over the total 
range of items to a greater degree than the 
“schizophrenic” spouses. That is, there 
seems to be greater concordance between 
the spouses in the “normal” group and the 
spouses in the “neurotic” group than be- 
tween the spouses in the “schizophrenic” 
group. 

Worcester Scale of Social Attainment.— 
The results from the Worcester Scale of 
Social Attainment were fairly clean-cut. 
Mann-Whitney U-tests indicated that the 
parents of normals obtained significantly 
higher scores than the parents of neurotics 
(0.02-0.01 level) and also the parents of 
schizophrenics (0.02-0.01 level). The dif- 
ferences in scores between the parents of 
neurotics and the parents of schizophrenics 
were of a chance order. It may be said that 
the parents of the normals had apparently 
made a better record of adjustment in a 
wide sampling of life areas than had the 
parents of neurotics and _ schizophrenics. 
But this was not true of the parents of 
neurotics as compared with the parents of 
schizophrenics. 

Fisher Maladjustment Score——As de- 
fined by Mann-Whitney U-tests, the Fisher 
Maladjustment score was significantly lower 
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among the parents of normals than it was 
among the parents of neurotics (0.001 
level) and the parents of schizophrenics 
(0.001 level). The difference between the 
parents of neurotics and the parents of 
schizophrenics in this respect was not 
significant. 

Since it had been established that the 
Maladjustment score was significantly cor- 
related with educational level, it was neces- 
sary to determine whether the differences 
between the parents of normals and the 
parents in the other two groups would 
persist when educational inequalities among 
the groups were eliminated. Educational 
level was equalized by eliminating all sub- 
jects with just five years or less of school- 
ing and by including only the same number 
of subjects in each group who had had one 
or more years of college work. Such equal- 
ization required the exclusion of 15 parents 
of schizophrenics, 10 parents of neurotics, 
and 10 parents of normals. When differ- 
ences in Maladjustment scores among the 
groups were examined on this new basis 
by means of Mann-Whitney U-tests, it was 
found that the parents of normals had sig- 
nificantly lower scores than the parents of 
neurotics (0.002 level) and also sigmfi- 
cantly lower scores than the parents of 
schizophrenics (0.001 level). There was 
only a chance difference between the par- 
ents of neurotics and the parents of schizo- 
phrenics. It would appear that the 
differences in Maladjustment scores which 
were noted were essentially not a function 
of differences in educational level. 

Fisher Rigidity Score—The Fisher Ri- 
gidity score differentiated the groups in 
the same fashion as the Maladjustment 


score. Parents of normals were signifi- 
cantly less rigid than the parents of neu- 
rotics (0.001 level) and also than the 
parents of schizophrenics (0.001 level). 


The difference between the parents of neu- 
rotics and the parents of schizophrenics 
was not significant. 

Because the Rigidity measure had shown 
itself to be significantly correlated with 
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educational level, a further analysis was 

carried out in which education was held 
constant. Education among the groups was 
equalized in exactly the same fashion as 
was done when the Maladjustment measure 
was being considered. With educational 
level controlled, the parents of normals 
proved to be less rigid than the parents 
of neurotics (0.004 level) and also less 
rigid than the parents of schizophrenics 
(0.005 level). There was no real difference 
in this respect between the parents of neu- 
rotics and the parents of schizophrenics. 
Therefore, once again educational level 
demonstrated itself not to be the source of 
group differences in a variable having to 
do with personality adjustment. 

Barrier Score.—Considerable difficulty 
arose in comparing the groups with refer- 
ence to body-image boundary definiteness, 
because there were large inequalities in 
median Rorschach response totals. The 
median R in the group of parents of nor- 
mals was 17; in the group of parents of 
neurotics, 11, and in the group of parents 
of schizophrenics, 14. Since the Barrier 
score is significantly correlated with R, 
it was necessary to adopt some procedure 
for reducing the differentials in R. This 
was done by excluding all protocols with 
less than 10 responses and reducing all 
records with more than 20 responses to 20 
responses by a uniform method which has 
been described in detail elsewhere. Un- 
fortunately, the equalizing procedure had 
to be so drastic that it eliminated 16 sub- 
jects in the group of parents of normals, 
18 subjects in the group of parents of neu- 
rotics, and 14 subjects in the group of 
parents of schizophrenics. The median R 
in the equalized groups was 17, which is 
below the optimum for obtaining a valid 
Barrier score. 

In any case, within this context of drastic 
reduction in data, the Barrier-score differ- 
ences among the groups were entirely of a 
chance order. 

TAT Level of Aspiration—The TAT 
Aspiration measure indicated that the par- 
ents of normals produced a greater number 
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of aspiration themes than did the parents 
in the other two groups. Mann-Whitney 
U-tests established that the parents of nor- 
mals had significantly higher scores than 
the parents of neurotics (0.05-0.01 level) 
and also significantly higher scores than the 
parents of schizophrenics (0.05-0.01 level). 
However, the parents of neurotics and par- 
ents of schizophrenics were not differen- 
tiated by this TAT variable. 

Since TAT Aspiration proved itself to 
be significantly correlated with level of edu- 
cation, the differences among the groups 
were reexamined with the same corrections 
for education as were made in the analyses 
involving Rorschach Maladjustment and 
Rigidity. With such corrections the parents 
of normals had significantly higher scores 
than the parents of neurotics (0.01 level) 
and the parents of schizophrenics (0.05-0.01 
level). 

TAT Definiteness of Parental Images.— 
The over-all definiteness of the subject's 
images of the parental figures in the TAT 
was significantly higher in the group of 
parents of normals than in the group of 
parents of neurotics (0.01-0.001 level) and 
in the group of parents of schizophrenics 
(0.001 level). The difference between par- 
ents of neurotics and parents of schizo- 
phrenics was not significant. The usual 
corrections for education were also made 
for the TAT Definiteness variable. But 
even with these corrections the parents of 
normals obtained higher scores than the 
parents of neurotics (0.01 level) and the 
parents of schizophrenics (0.01-0.001 level). 

Interaction Variables.—rThe results 
emerging from the analysis of the spouse- 
interaction data added a very important 
dimension to the total pattern of findings. 
It may be noted in Table 4 that several of 
the measures of interaction during the period 
when the spouses were discussing the son's 
assets and liabilities distinguish the group 
of parents of normals from the parents of 
neurotics and the parents of schizophrenics. 
The parents of normals were less often 
ambiguous (“can’t tell’) in their expression 

of opinion to each other (0.10-0.05 level) 
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Taste 4.—Mann-Whitney U-Tests of Significance of Differences Among the Groups 
for Spouse Interaction Variables 


Vs. 


Parents of Neurotics 


Parents of Normals 


Parents of Normals Pare ats of Neurotics 
Vs. Vs. 
Parents of Schizophrenics Parents of Schizophrenics 


Group with Significance Group with Significance Group with Significance 


Higher Score 


Variable 


Joint interviews regarding assets and 
liabilities of son 


Total score. 
Joint TAT stories 


Level 


Higher Score Level Higher “core Level 


Can’t tell. ..._._. N.8. s 10-0: N.8. 
eg : N 0.05-0.02 N 0.02-0.01 Ne 0.001 
Total score ____- N 0.05-0.02 N.8 Ne 0.001 


Joint interview plus joint TAT 


Total score N.8. N 0.05-0.02 
Total times husband talks first............. N. 8. N.8 N. 
Total times husband does most of talking... _- N.8. N. 8. N.8 
Total times wife does most of talking... ......- N 0.05-0.02 N 0.10-0.05 N.8 
Total number of times spouses initiate state- 
N 0.02-0.01 N 0.02-40.01 N.8 


ments to each other. 


* Ne= Neurotic. 
N= Normal. 
S=Schizophrenic. 


and more often in agreement (0.10-0.05 
level) than the parents of neurotics. Simi- 
larly, the parents of normals were less 
often ambiguous in their communications 
to each other (0.02-0.01 level), oftener in 
definite agreement (0.05-0.02 level) with 
each other, and more in communication in 
a total sense (0.10-0.05 level) than the par- 
ents of schizophrenics. The parents of neu- 
rotics and the parents of schizophrenics 
were not significantly distinguished by the 
interaction variables. 

Spouse interaction in the course of for- 
mulating joint TAT stories tended to dis- 
tinguish all three groups from each other. 
Table 4 indicates that the parents of nor- 
mals were less often in disagreement 
(0.05-0.02 level), more frequently in defi- 
nite agreement (0.05-0.02 level), and more 
in total communication with each other 
(0.05-0.02 level) than the parents of neu- 
rotics. The parents of normals were less 
ambiguous in the expressing of their opin- 
ions to each other (0.10-0.05 level) and 
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more in definite agreement (0.02-0.01 level) 
with each other than the parents of schizo- 
phrenics. 

For the first time in the course of the 
analysis, there also appeared a differentia- 
tion between the parents of neurotics and 
the parents of schizophrenics. The parents 
of neurotics were less in definite disagree- 
ment (0.05-0.02 level), more in definite 
agreement (0.001 level), and more in total 
communication with each other (0.001 level) 
than the parents of schizophrenics. These 
differences were reaffirmed with even 
greater consistency when the interaction 
data from the joint asset-liability discussion 
were summed with the joint TAT story- 
construction period. Thus, the parents of 
neurotics proved to be less in definite dis- 
agreement (0.01 level), less ambiguous in 
exchange of opinion (0.001 level), more 
definite in (0.001 level), and 
more in total communication (0.001 level) 
than the parents of schizophrenics. 


agreement 
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N.8. N.8. N.8. 
Ne* 0.10-0.05 0.02-0.01 N. 8, 
Agree _. Nt 0.10-0.05 N 0.05-0.02 N.8. 
N.8. N 0.10-0.05 N.8. 
; D Ne 0.05-0.02 N. 8. St 0.05-0.02 
Disagree Ne 0.10-0.05 N.8. 8 0.01 
Can't tell Ne 0.10-0.05 0.001 8 0.001 
3 


The parents of normals were less in defi- 
nite disagreement (0.10-0.05 level) and less 
often ambiguous in exchange of opinion 
(0.10-0.05 level) than the parents of neu- 
rotics. Further, the parents of normals 
were less ambiguous in opinion interchange 
(0.001 level), more frequently in definite 
agreement (0.001 level), and in better total 
communication (0.05-0.02 level) than the 
parents of schizophrenics. 

Table 4 points up the fact that mainly 
chance results were obtained in trying to 
distinguish the groups in terms of whether 
the husband or the wife took the initiative 
in talking. But there was a greater trend 
for the wives to do more talking than the 
husbands in the group of parents of nor- 
mals than in the group of parents of neu- 
rotics (0.05-0.02 level) or in the group of 
parents of schizophrenics (0.10-0.05 level). 
In addition, one notes that there was initia- 
tion of a generally greater number of 
statements to each other by the spouses in 
the group of parents of normals than in 
the group of parents of neurotics (0.02-0.01 
level) or in the group of parents of schizo- 
phrenics (0.02-0.01 level). 

Sex Differences—Attempts were made 
throughout the entire range of measures 
to ascertain whether there were sex differ- 
ences within groups or special differences 
between groups. No consistent meaningful 
differentials of this sort were found. There 
is no greater part of the variance of the 
differences among the parental groups as- 
sociated with the behavior of the mother 
than with the behavior of the father. 


Comment and Conclusions 


The data provide information which 
points up the kinds of variables which need 
and need not be controlled in a study of 
this sort. It can be said with moderate 
confidence that various groups of parents 
may be meaningfully compared with each 
other despite differences in levels of anxiety 
which might be a function of some of them 
having a family member hospitalized and 
some not having such an experience. The 
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question has been raised?® concerning the 
importance of this hospitalization factor, 
but the present study is the first to provide 
clarification of the point in terms of objec- 
tive data. The findings were actually quite 
straightforward concerning this matter. 
When parents of normal sons who were 
mainly hospitalized for serious physical 
illnesses were compared with parents of 
normal sons who were not hospitalized, it 
was noted that there were no differences 
between them for a wide range of meas- 
ures. There were some significant differ- 
ences which involved the Rorschach 
Maladjustment and Rigidity indices, but 
these, too, disappeared when corrections 
were made for disparities in educational 
level between the two groups. Of course, 
the question could be raised whether the 
hospitalization of a subject’s son for a 
serious physical illness would arouse as high 
a level of anxiety in that parent as though 
his son were hospitalized for schizophrenia. 
About this one can only conjecture. But 
one wonders whether hospitalization of a 
subject’s son for schizophrenia would 
arouse any more anxiety in him than if his 
son were hospitalized for a serious case of 
tuberculosis or for crippling injuries re- 
sulting in quadriplegia. Perhaps the most 
definitive way for determining the level of 
anxiety aroused in a parent by hospitaliza- 
tion of his offspring for schizophrenia 
would be to obtain measures from him 
during a period when the offspring was in 
the hospital and acutely disturbed and then, 
again, at a later period, when the offspring 
had entered into a phase of recovery and 
had been out of the hospital for a long 
period of time. The size of the differences 
in the measures obtained on the two occa- 
sions would define the extra burden of 
anxiety imposed by the hospitalization 
experience. 

second methodological point estab- 
lished by the data is that the educational 
level of the parents may influence measures 
derived from the Rorschach test, but that 
they do not seem to play much of a part 
in measures derived from the interview or 
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observation of social interaction patterns. 
It would seem wise to control educational 
level carefully if parent groups are to be 
compared on the basis of the Rorschach 
or related projective tests. 

A third methodological point worth not- 
ing is that it seems most profitable to ex- 
plore the differences among the parental 
groups in question noi on the basis of any 
one or two individual measures but, rather, 
in terms of multiple dimensions of measure. 
A much broader perspective concerning the 
nature of the differences seems to be there- 
by afforded. 

In reviewing the total pattern of differ- 
ences among the parental groups for the 
various measures, what trends stand out? 
There was considerable ambiguity about 
the results obtained from the individual- 
interview items pertaining to attitudes to- 
ward the parental figures. The parents of 
normals were inclined to express more open 
negative feeling about their parents than 
were the parents of neurotics, but not more 
so than the parents of schizophrenics. 
However, the parents of normals did ex- 
press consistently more negative feelings 
about their sons than did the parents in the 
other two groups. But then, on the con- 
trary, one notes that the parents of the 
schizophrenics consistently expressed more 
hostility about each other than did the par- 
ents in the other two groups. It is diffi- 
cult to see a pattern here. The idea does 
present itself that perhaps the parents of 
normals tend to be relatively protective of 
their relationship with each other, and 
therefore guarded in verbalizing negative 
feelings about each other to an interviewer. 
They seem to swing to the other end of 
the continuum, though, so far as their will- 
ingness to express anger about figures out- 
side their relationships is concerned. The 
parents of the schizophrenics might be 
viewed as being relatively defensive about 
admitting anger toward others, but very 
openly antagonistic toward each other. The 
position of the parents of the neurotics 
with reference to these issues is less clear, 
but they are like the parents of the normals 
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in being more protective of their alliance 
with each other than of their relationships 
with others. Do such findings not imply 
that the parents of schizophrenics have a 
less cohesive and mutually protective rela- 
tionship with each other than the parents 
in the other two groups? 

Some support for this conjecture is pro- 
vided by the interview-concordance data. 
While there were no consistent differences 
between parents of normals and parents of 
neurotics in their memories and interpreta- 
tions of past major events that had occurred 
during the marriage, there were such differ- 
ences when each of these groups was con- 
trasted with the parents of schizophrenics. 
The parents of normals were less often 
vague and oftener in agreement in their 
mutual descriptions of past occurrences 
than the parents of schizophrenics. Like- 
wise, the parents of neurotics were consid- 
erably more in agreement about the events 
of their marriage than were the parents of 
schizophrenics. If one takes the position 
that the degree of overlap in a spouse pair’s 
concept of their past interaction is an index 
of the degree to which they have functioned 
as a closely intercommunicating unit, it 
would follow that the parents of schizo 
phrenics have been in poorer communica- 
tion with each other than the parents of the 
other two groups. 

The data based on the group interaction 
observations add still a third level of con- 
firmation to the idea that the parents of 
schizophrenics relate to each other in a 
more disturbed and less harmonious manner 
than do the parents in the other two groups. 
This is especially well exemplified in the 
findings from the joint TAT story con- 
structions. One notes that the parents of 
normals and parents of neurotics were sig- 
nificantly oftener in agreement about their 
story versions than the parents of schizo- 
phrenics. It is striking that the differences 
between the parents of neurotics and the 
parents of schizophrenics in this respect are 
highly significant. However, none of the 
differences between parents of neurotics 
and parents of schizophrenics in their pat- 
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tern of interaction while discussing the 
son’s assets and liabilities was significant. 
It is not at all clear why the TAT task 
should be more discriminating in this fash- 
ion. Perhaps the TAT assignment is one 
requiring a more sustained and complex 
form of cooperation, and therefore is more 
sensitive to disharmony and disparity in 
viewpoint. 

The joint interaction measures pointed 
up also a tendency for the parents of nor- 
mals to work together more harmoniously 
than the parents of neurotics. The parents 
of normals were oftener in agreement dur- 
ing the discussion of the son’s assets and 
liabilities and also oftener in agreement 
when formulating joint TAT stories. It 
is incidentally interesting that the parents 
of normals initiated a greater total number 
of communications to each other than did 
the parents of neurotics and the parents of 
schizophrenics. 

It seems reasonable to conclude on the 
basis of the data cited that there are signifi- 
cant differences among the parental groups 
in mode of spouse interaction. The specific 
quality of these differences cannot be 
spelled out. But they may broadly be con- 
sidered as having to do with ability to be 
cooperative, to work together, to have a 
mutually congruent interpretation of events. 
The parents of normals and the parents 
of neurotics are well distinguished from 
the parents of schizophrenics in this respect. 
There are also indications that the mutually 
congruent spouse pattern is commoner in 
the group of patients of normals than it is 
in the group of parents of neurotics. 

As one shifts from a consideration of 
variables having to do with spouse inter- 
action to variables involving the individual 
personality, a somewhat different pattern of 
differences among the parental groups 
manifests itself. One finds that at this level 
of individual functioning the parents of 
normals stand consistently opposed to the 
parents in the other two groups. There 
are, however, no essential differences be- 
tween the parents of neurotics and the par- 
ents of schizophrenics. Thus, it may be 
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recalled that the parents of normals were 
designated as being better adjusted and 
more adequately integrated than the parents 
in the other two groups in terms of Ror- 
schach Maladjustment, Rorschach Rigidity, 
Worcester Social Attainment Scale, TAT 
Aspiration, and TAT Definiteness of Pa- 
rental Imagery. The parents of the normals 
may be individually described as relying 
on relatively fewer pathological response 
mechanisms, having a wider range of chan- 
nels through which to be self-expressive, 
having greater drive toward success, and 
having learned a relatively more articulated 
set of values from their parents. 

The fact that the parents of neurotics are 
aligned with the parents of normals as 
against the parents of schizophrenics for 
the interaction measures but more aligned 
with the parents of schizophrenics as 
against the parents of normals for the 
measures of individual functioning, sug- 
gests a formulation concerning how various 
degrees of personality pathology in indi- 
viduals are linked with given dimensions 
of the behavior of their parents. It would 
appear, first of all, if parents are individ- 
ually maladjusted or disturbed beyond a 
certain “normal” level that this considerably 
magnifies the probability that one or more 
of their offspring will have such poor 
socialization experiences that they will even- 
tually develop rather severe neurotic symp- 
toms or become schizophrenic. This 
formulation is a deduction from the fact 
that the parents of neurotics and the par- 
ents of schizophrenics are significantly more 
maladjusted than the parents of normals in 
terms of a variety of measures. Apropos 
of this point, it should be considered, too, 
that there were no real sex differences in 
degree of adjustment within the various 
groups of parents. The husbands and wives 
resemble each other considerably as to their 
degree of personality disturbance. This 
implies that persons who have serious per- 
sonality defects are inclined to pair off 
selectively with other persons who have 
serious defects. Normal persons seem to 
pair off with other normal persons. This 
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selective process would disproportionately 
concentrate and intensify the pathological 
influences in given families. 

If the degree of personality pathology 
of the individual parents is the important 
factor which makes for normally adjusted, 
as contrasted with disturbed, offspring, 
what parental factors underlie a neurotic 
vs. a schizophrenic level of adjustment in 
the offspring? Certainly, one cannot point 
to differential pathology in the parents of 
neurotics and the parents of schizophrenics. 
None of the measures of individual pathol- 
ogy was significantly different between the 
two groups. However, the two groups were 
distinguished by measures of spouse inter- 
action. The parents of the neurotics seemed 
to form closer, more intercommunicating 
husband-wife units than did the parents 
of schizophrenics. This suggests that the 
schizophrenic offspring is most likely to 
come from a family setting in which the 
parents not only are individually malad- 
justed but also have established a relation- 
ship with each other which is unusually 
disharmonious. Under the impact of this 
double set of pathological conditions, the 
likelihood of schizoid-personality formation 
seems much enhanced. The data concerning 
the parents of neurotics indicate that if a 
husband-wife pair are able to pool their 
resources and to work out a moderately 
good equilibrium between themselves, they 
can compensate to some degree for their 
individual pathologies. They can maintain 
a family atmosphere which is sufficiently 
organized to foster personality development 
that is mainly within reality limits. Though 
significantly 
husLand-wife pair may apparently learn to 
combine forces in a manner which gives 


themselves maladjusted, a 


them an advantage in dealing effectively 
with important life problems. The parents 


of schizophrenics seem unable to combine 
this and, 
apparently motivated to block and frustrate 
each other. 


forces in manner; indeed, are 


A threefold generalization may be offered, 
then, concerning the parental factors asso- 
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ciated with degrees of disturbance in off- 
spring. 

1. Normal adjustment is a function of 
having had parents who were individually 
well integrated and who formed a relatively 
harmonious relationship with each other. 


2. Neurotic adjustment seems to arise 
from situations in which the parents were 
relatively seriously maladjusted individually 
but who were still able to maintain a mod- 
erately good relationship with each other. 

3. The possibilities of schizophrenic 
breakdown seem to be maximized by having 
had parents who were not only individually 
disturbed but who also related to each other 
very disharmoniously. 

A final major point that should be 
stressed is that there are no indications 
that pathology in an individual patient is 
relatively more linked with the character- 
istics of one of his parents than with the 
characteristics of the other parent. A large 
percentage of the papers in the literature 
concerned with the relation of parental 
behavior to personality pathology in the 
child *"*"8 take the view that it is the 
mother who plays the major role in deter- 
mining the character and degree of such 
pathology. This viewpoint has arisen with- 
out any objective substantiation. The re- 
sults of the present study are opposed to 
it. They indicate that, especially in the 
severer ranges of offspring pathology, it is 
the mode of interaction between the two 
parents, rather than the traits of any one 
parent, which plays the most influential 
part. One would presume that much of 
the emphasis placed on the mother’s role 
has been a function of preconceived for- 
mulations, and also the relatively great diffi- 
culty usually involved in recruiting for 
study a father who has time restrictions 
imposed by his job. It may now be said 
with some certainty that it is a serious 
omission not only to give prime importance 
to the role of any one of the parents but 
also to consider the parents individually 
without evaluation of the actual pattern of 
interaction between them. 
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Summary 

This study has concerned itself with test- 
ing the hypothesis that the degree of per- 
sonality pathology manifested by a patient 
is a function of the degree of pathology 
characterizing his parents. The parents of 
20 normal men, 20 neurotic mer, and 20 
schizophrenic men were compared with one 
another by means of a battery of techniques 
which included measures not only of indi- 
vidual functioning but also of spouse inter- 
action patterns. It was found that parents 
of normal men are individually less malad- 
justed than parents of neurotics and par- 
ents of schizophrenics. There were no 
apparent differences in this respect between 
parents of neurotics and parents of schizo- 
phrenics. It was further shown that both 


parents of normals and parents of neu- 
rotics may be distinguished from parents 
of schizophrenics by having closer, more 
harmoniously 
relationships. 


intercommunicating spouse 


Houston State Psychiatric Institute, 2310 Bald- 
win St. 
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Self-Perceptual Patterns Among Ulcer Patients 


MORTON A, LIEBERMAN, Ph.D.; DOROTHY STOCK, Ph.D., and ROY M. WHITMAN, M.D., Chicago 


The present research is concerned with 
identifying self-perceptual patterns among 
ulcer patients. A person’s description of 
himself is a highly complex entity. It in- 
cludes an expression of what he is, what he 
would like to be, and what he once was. It 
may also involve a way of looking at him- 
self that conceals unacceptable traits. A 
particular core conflict may be expressed in 
a variety of self-percepts. 

In this study our interest is in examining 
whether the self-percepts of ulcer patients 
seem to constitute patterns centering around 
one or more basic or core conflicts. Alex- 
ander’s specificity hypothesis! postulates a 
common core conflict for ulcer patients. 
While our study does not specifically test the 
adequacy or inadequacy of the specificity 
hypothesis, we were stimulated by Alex- 
ander’s work and hope to shed further light 
on some of the dynamics of the ulcer 
patient. 

The following are specific questions with 
which this paper is concerned : 

1. What self-perceptual patterns exist among 
ulcer patients? Can these patterns be related to 
a common core conflict? 

2. What are the medical and social correlates 
of these patterns? 

3. What is the relationship between the specificity 
hypothesis and these patterns ? 


Design and Method 


Population——The experimental popula- 
tion consisted of 21 male patients admitted 
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TaBLe 1.—Age of Patient and Duration of Ulcer 


Duration of 
Age Percentage Ulcer, Yr. Percentage 
20-30... 18 Less than 5 19 
30 6-10 25 
12 11-15 19 
29 16-20 6 
61 and above......... 12 21 and above 31 


to a 500-bed Veterans Administration 
general medical and surgical hospital. All 
had ulcers demonstrable by x-ray. No 
distinction was made between those patients 
whose major reason for admission was 
their ulcer and those who were admitted for 
other physical or psychiatric disorders. Of 
21 patients, 4 were primarily psychiatric 
problems and were admitted to the neuro- 
psychiatric service. The patients were tested 
consecutively as they were admitted. One 
patient was rejected as a suitable subject 
because his subnormal intelligence made it 
impossible to carry out the task. The sub- 
jects varied widely in their ages and in the 
duration of the ulcers (Table 1). 

Procedure.—1. Assessment of Patients’ 
Self-Percepts: Q-technique was employed 
in assessing patients’ self-percepts. Sixty 
descriptive items were constructed which 
covered a range of attitudes and feelings. 
They were not restricted to items which 
might be supposed to be especially relevant 
to ulcer patients or psychosomatic illnesses. 
These items, which pertain to one’s inter- 
personal relationships, were originally de- 
veloped from our interest in the psychology 
of small groups. 

The items included four affective modes: 
dependency (the reliance on some other per- 
son or thing external to self); pairing (the 
use of warmth and intimacy as a means of 
dealing with others); fight (the use of 
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i for Twenty-One Ulcer Patients 

be 


hostility or aggression), and flight (the use 
of isolation, withdrawal, or avoidance). 
Each mode was subdivided into three levels: 
expressive (outward expression of a mode); 
internal (inner feeling of a mode without 
expression), and conflict (ambivalency or 
conflict over the feeling or expression of a 
mode). The 60 items were organized in 
terms of the following model : 


Level Dependency Fight Flight Pairing 
Expressive 5 5 5 5 
Internal 5 5 5 5 
Con Miet 5 5 5 5 


Total=60 items 


Since part of the analysis was to be in terms 
of categories rather than individual items, 
it was necessary to establish the homogeneity 
of the items within each category.* 


Patient No. 1 19 7 6 Psych. A 
Mode, d. f.=3 4.24 4.22 2.17 0.62 5.52 
Level, d. f.=2 0.66 189 0.33 3.06, 30.23 
Interaction, d. f.=6 3.60 2.04 1.13 231 8.46 


Total degrees of freedom=59 
Within degrees of freedom=48 


F values in bold type are significant at above the 
5% level. 

The results indicate that for four of the five 
subjects, significance is achieved for either Mode 
or Interaction. These results suggest that the 
psychiatrists are more likely to see homogeneous 
categories, although, to a slighter degree, the 
patient population does tend to make over-all dis- 
tinctions between modes. It must be emphasized 
that these results do not bear on the meaning of 
the items; e. g., it does not test that Dependency 
items are truly seen as such by the patient. All 
the analysis of variance indicates is that those 
items we have designated as involving Dependency 
do have something in common. 


*In order to test the homogeneity of the state- 
ments in each mode and level, a series of analyses 
of variances was computed. The interest here was 
in finding out, for example, whether all those 
Statements categorized as Dependency statements 
had something in common. Four patients and one 
psychiatrist were selected to test the homogeneity 
of our categories. (F values for Mode, Level, and 
Interaction are reported.) 
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Some typical items follow. 


Dependency, conflict... .. “It bothers me to ask for 
help.” 

Fight, internal.......... “I get irritated with other 
people.” 

Pairing, expressive. ... .. “When I like someone, | 


spend a lot of time 
with him.” 
Flight, internal. ......... “I keep my feelings to 
myself.” 
Each subject was given the 60 descriptive 
statements and asked to describe the kind of 
person he is by arranging the items ac- 
cording to the following frequency distribu- 
tion : 


Least Most 
Rank Characteristic Characteristic 
No.ofcardsin pile 1 2 4 7 10 12 10 7 4 2 41 


Thus, the subjects sorted the 60 descrip- 
tive statements in such a way that statements 
he felt were very characteristic of himself 
were placed toward one end of the con- 
tinuum, while statements he felt were not 
characteristic of himself were placed to- 
ward the other end of the continuum. (The 
subjects were not specifically informed that 
they were engaged in a study investigating 
people with ulcers.) 

2. Psychiatrists’ Description of Ulcer 
Patients: Five psychoanalytically trained 
psychiatrists who were familiar with the 
specificity hypothesis were asked to describe 
the ulcer patient “as he would view himself,” 
using the same set of 60 descriptive items. 
The following directions were given to the 
psychiatrists. 

According to the specificity hypothesis, two pat- 
terns of personality development may occur in re- 
sponse to unsatisfied basic dependency needs. Both 
may lead to the development of ulcers. 

In the first pattern (X), there are strong un- 
fulfilled dependency needs which are egosyntonic 
but which are not gratified by the environment 
The first part of the sorting task involves arrang- 
ing the 60 descriptive items as you think such a 
person (male) would perceive himself. 

In the second pattern (}), gratification of these 
needs is blocked by internal feelings of pride or 
shame, and guilt. The second part of the sorting 
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task consists of arranging the items as you think 
this type of person (male) would perceive him- 
self. 

3. Collection of Medical and Social In- 
formation : The following check list was used 
to obtain information from the patients’ 
medical charts. 
Education 
Current occupation 
Marital status 


Other illnesses 
Onset of ulcers 
Location of ulcer 
1. Duodenum 
2. Duodenal bulb 
3. Stomach 
Present Severe 


Symptoms 


Pain 

Nausea 

Vomiting 

Bleeding 

Weight loss 

Appetite loss 
Treatment of ulcer 

Surgery 

Psychotherapy 

Diet 

Medication 
Reactions to treatment: X-ray demonstrated (1) 
improvement, (2) im- 
provement, (3) no im- 
provement 

Statistical Treatment of Self-Perceptual 
Data.—The major aim of the study was to 
identify distinguishable groupings of people 
who shared similar characteristics. To ac- 
complish this, each subject’s self-description 
was correlated with every other subject’s 
self-description, yielding a 2121 correla- 


tion matrix, which was then factor-ana- 
lyzed. 
1. Setting Up the Correlation Table: 


Correlations between subjects were obtained 
by applying the formula 
re=1-- 
where 
+1, X2, 
N=number of items in the sort, and @ the 
standard deviation of the distribution. 

2. Factor Analysis: To identify the pat- 
terns in the data, factor analysis was applied 
to the correlational matrix. The complete 
controid method was used.* 

3. Rotation: The factor matrix is then 
clarified by rotation to simplest structure, 
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i, e., a factor matrix in which as many mem- 
bers as possible have a high loading on one 
factor and insignificant or zero loadings on 
the other. The method outlined by Thur- 
stone * for oblique rotation of axis was used. 

4. Characteristics of the Factors: The 
procedure used to identify a particular 
factor was to combine the self-descriptions 
of those subjects who had the highest 
loadings on that factor and to consider the 
resulting “averaged” or combined self-per- 
cept characteristic of the factor grouping as 
a whole.t 

The “most characteristic” and “least 
characteristic” items define the factor. It 
was arbitrarily decided to consider items 
that ranked 7.5 or above as most charac- 
teristic of a factor and items that ranked 
4.5 or less as least characteristic of a factor. 


Results 


1. Self-Perceptual Patterns.—Four major 
self-perceptual patterns emerged from the 
factor matrix. Two of these patterns 
(Factors A+ and A—) account for nine 
patients. These patterns are related in that 
they represent opposites on a single dimen- 
sion. The other two patterns (Factors 
B+ and B-—) account for seven more 
patients. The patterns are similarly related 
as opposites on a single dimension. 

Table 2 shows the original factor matrix, 
the transformation matrix, and the rotated- 
factor matrix. Each of the 21 subjects is 
shown in the left-hand columa, and the 
other columns show the loading a patient 
has on each factor. (The size of the loading 
is a measure of the extent to which the 
subject shares in the factor.) 


The results presented in Table 2 indicate 
that the following subjects can be grouped 


together : 
Factor A Factor B 
1, 5, 6, 11, 13, 10 2 4 27,8 
12, 19, 20 14, 15, 16 


+ Because different subjects had different lead- 
ings on a factor, a weight was determined for each 
subject by applying the formula: 

Factor loading 
Weight= 1— Factor loading? 


. 2 
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Taste 2.—Factor Matrix, Transformation Matrix, and Rotated Factor Matrix for 
Twenty-One Ulcer Patients 


Factor Matrix 


Transformation Matrix 


Rotated-Factor Matrix 


Thus, 16 out of the 21 subjects are ac- 
counted for by either one of the two factors. 
The remaining five subjects represent blends 
of these two factors (Patients 17, 18, and 
21) or fall outside the factors( Patients 9 


and 3). 

Table 3 presents those items that are 
most characteristic and least characteristic 
of each factor. Since both Factor A and 
Factor B are bipolar, those items that are 
most characteristic for subjects who appear 
on Factor A+ are least characteristic for 
Factor A—. 

2. Psychiatrists’ Descriptions —Four of 
the five psychiatrists agreed strongly in their 
descriptions of the two types of ulcer 
patients. The average correlation for type 
X was 0.61 (range 0.49 to 0.77) and for 
Type Y 0.65 (range 0.56 to 0.71). Since 
one psychiatrist differed markedly and con- 
sistently from the others, his descriptions of 
the Type X and Type Y were not included 
in defining those types. Table 4 gives those 
items which the psychiatrists sdw as most 
characteristic of Type-X and Type-Y 
ulcer patients. 

3. Medical and Social Correlates—The 
location of the ulcer, symptoms, type of 
treatment, and reactions to treatment were 
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related to the self-perceptual patterns of 
ulcer patients. Specific variables were found 
to be more characteristic of some self-per- 
ceptual patterns than other patterns. Other 
variables investigated, such as age, occupa- 
tion, and duration of ulcer, were found to 
be distributed among all the self-perceptual 
patterns. For example, no relationship was 
found between occupation and specific self- 
perceptual patterns. 

The relationships between perceptual pat- 
terns and the variables of location of ulcer, 
symptoms, type of treatment, and reactions 
to treatment are shown in Table 5. For 
each self-perceptual pattern, the percentages 
of patients displaying the above charac- 
teristics are indicated. 


Comment 

The three questions mentioned in the in- 
troduction will be considered in turn. 

1. What self-perceptual patterns exist 
among ulcer patients? Can these patterns be 
related to a common core conflict? 

The results indicate that no one common 
self-perceptual pattern exists for the sample 
of ulcer patients studied. Rather, four dis- 
tinct patterns were isolated. Two of these 
patterns (A+ and A—) are related in that 
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Subjects I Il A B Subjects A B 
0.53 —0.55 I 0.88 0.57 0.72 —0.15 j 
0.23 0.46 1 —0.47 0.82 0.01 0.46 4 7 
0.16 0.18 0.06 0.24 
0.10 0.40 —0.10 0.39 —_ 
0.28 —O.34 0.41 —0.12 
0.59 —0.28 0.65 0.11 
0.26 0.56 —0.03 0.61 
, 0.34 0.31 0.15 0.45 
9 —0.07 0.30 9 —0.20 0.21 oy 
10 0.37 0.05 10 0.30 0.25 P ; 
ll 0.58 —0.41 0.70 —0.01 
12 —0.58 0.35 12 —0.67 —0.04 
13 0.38 —0.16 13 0.41 0.09 
14 —0.38 —0.32 14 0.18 —0.48 
15 —0.33 —0.11 15 —0.24 —0.28 
16 —0.17 —0.55 16 0.11 —0.55 
17 0.58 —0.06 17 0.54 0.28 
18 —0.56 —0.18 18 —0.41 —0.47 
- 19 —0.64 0.46 19 —0.78 0.01 * 
20 —0.48 0.34 20 —0.58 0.00 ‘w 
21 —0.44 —0.17 21 —0.31 0.39 
| 
ba 
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TABLE 3.—Identity of the Factors * 


Item No. 


Average Rank Category 


Factor A+ 


Most Like: 
26 10.1 P-con 
12 D-int 
ll 8.9 P-int. 
3 8.6 D-exp. 
a4 8.5 P-exp 
15 84 D-exp 
17 82 F-con 
6 8.1 D-int 
2 8.0 P-con 
10 8.0 F-exp 
45 79 D-int 
2 79 F-con. 
38 79 P-con 
6 7.7 P-exp 
30 7.6 P-exp 
39 75 D-exp 


19 
1 28 F-int 
49 3.1 F-int 
43 3.7 Fl-con 
45 3.7 D-con. 
5 41 Fl-con 
21 41 D-con. 
31 41 Fl-con. 
37 44 F-int 
40 44 Flint 
25 45 F-int 
Factor B+ 
Most Like: 
20 8.7 F-exp 
1 8&3 F-int. 
9 8.1 D-con. 
3 8.1 P-con 
25 78 F-int 
Least Like: 
3.7 Flint. 
45 4.0 D-con. 
ll 40 P-int. 
50 43 P-con 
18 43 P-exp 


It’s an effort to keep myself from daydreaming 
I get irritated with other people 

I resent other members 

I find it hard to share my experiences with others people 
I feel that only sissies ask for help 

My anger is bottled up inside 

I get annoyed when others assume I need help 

I don't like others to know much about me 

I fee] critical of others 

It’s hard for me to get interested in other members 

I get angry inside 


Factor A— 
Least Like: 


I try to get along with everybody 

I'm willing to follow other people's suggestions 
When I meet a new person, I want to really get to know him 
When I'm not sure of what's going on, I ask the leader 
When I agree with someone, I tell him so 

I ask others for suggestions 

I try to keep control of my angry feelings 

I like a leader who is active and tells the group what to do 
I feel it’s unfair to like some members better than others 

I behave in a very formal way 

I feel the leader has the best suggestions for the group 

I'm careful to act polite to people I don’t like 

I try not to play favorites 

When I'm especially fond of someone, I let him know it 
When I like someone, I spend a lot of time with him 

I try to do the thirgs the leader approves of 


Factor B— 
Least Like: 


When somebody attacks me I fight back 
I get irritated with other people 

It bothers me to ask for help 

I try not to play favorites 

I get angry inside 


Most Like: 


I have little in common with others 
1 feel that only sissies ask for help 
When I meet a new person I want to really get to know him 
When I express my liking for someone I feel embarrassed afterward 
I sit next to my special friends 

I'm careful to act polite to people I don’t like 


they represent extremes on a single dimen- 
sion (factor). Patterns B+ and B— are 
related in an analogous fashion. 

Table 3 identifies those items that charac- 
terized the two factors. The A+ and A— 
patients can be summarized as follows: 


A+ Patients: These are persons who see them- 
They are compliant, 


selves as the “good guys.’ 
cooperative, and agreeable people, who deny that 
they are troubled or in conflict over being de- 
pendent and compliant. The A+ subject denies 
experiencing conflict of any type and denies feel- 
ing angry or isolated. He sees much of his be- 
havior as overt; i. e. he expresses, rather than 
holds in, his feelings of dependency and good 
fellowship. 
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* Explanation of abbreviations: D=dependency; FI, flight; F, fight; P, pairing; con., in conflict; int., internal; exp., expressive. 


These are patients who see them- 
selves as an angry kind of person who does not 


A— Patients: 


have much use for or need of people. They do 


not need help and are not going to ask for it 
Persons of this group feel a good deal of anger 
but do not express it overtly—their approach to the 
world is a strong, angry, truculent one. 

Thus, the A factor as a whole appears to 
center around the dimension of dependency. 
One group (A+) is composed of people 
who appear willing to see themselves as 
dependent and compliant. It is possible that 
they utilize feelings of friendliness as a 
means of warding off the possible threat of 
being too dependent; i. ¢., “It’s not that I’m 
I’m just a friendly, 
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dependent or weak; 


Item 
Lé h Most Like: 
| 
29 44 F-con. 
— 


TasLe 4.—Psychiatrists’ Descriptions 


Item No. Average Rank Category Item 
Type-X Ulcer 
Most Characteristic 
D-int. I like a leader who Is active and tells the group what to do 
D-exp. When I’m not sure of what's going on I ask the leader 
D-exp. I ask others for suggestions 
D-int. I feel the leader has the best suggestion in the group 
D-exp. I try to do the things the leader approves of 
D-exp. I prefer others to take over 
D-exp. I talk more to the leader than to other members 
D-int. I’m willing to follow other people's suggestions 
P-exp. When I like someone, I spend a lot of time with him 
P-con. I try to get along with everybody 
P-int. I like groups that are smaller and close-knit 


D-con It bothers men to ask for help 

D-con. I get annoyed when others assume I need help 

D-con. I feel that only sissies ask for help 

Flexp. I leave as soon as the meeting is over 

Fl-exp. I try to get a meeting over with as quickly as possible 
Fl-exp. When things get too hectic, I leave 

Flexp. I behave in a very formal way 

Fl-con. I find it’s hard to share my experiences with other people 
Flint. I have little in common with others 

D-con. Whatever happens, I can hold my own in a group 


Type-Y Ulcer 


Most Characteristic 

45 of I feel that only sissies ask for help 

21 , . I get annoyed when others assume I need help 

33 ; Whatever happens, I can hold my own in a group 
9 " It bothers me to ask for help 

31 . . I don’t like others to know much about me 

20 When someone attacks me I fight back 


- When I don't like someone I say $0 
I leave as soon as the meeting is over 
Least Characteristic 
60 J I prefer others to take over 
39 , ‘ I try to do the things the leader approves of 
When I'm not sure of what's going on, I ask the leader 
I ask others for suggestions 
I like a leader who is active and tells the group what to do 
I'm willing to follow other people's suggestions 
I feel the leader has the best suggestions for the group 
When I'm especially fond of someone, I let him know it 
When I like someone I spend a lot of time with him 
I like to be on the same side as most of the members 
I want to really get to know the other members 


TABLE 5.—Relationship Between Self-Perceptual Patterns and Medical Characteristics 
for Sixteen Patients 


Location of Ulcer Symptom Treatment Reaction 


100° * duodenal bulb 100% pain 80% diet and med. 40% improvement 
20% nausea 20% surgery 60% good improvement 
40% vomiting 
20% bleeding 
100% weight loss 
% stomach 100% pain 100° surgery 100° improvement 
50% duodenum 0% nausea 
0% vomiting 
0% bleeding 
100% weight loss 
100% duodenum 50% pain 50% diet 50% good improvement 
0% nausea 50% surgery 50% unchanged 
0% vomiting 
100% bleeding 
0% weight loss 
66% duodenum 33°% pain 100% surgery 100% improvement 
33% duodenal bulb 0% nausea 
33% vomiting 
33% bleeding 
0% weight loss 


* Percentage here indicates that, for example, 100% of Factor A+ patients had duodenal-bulb ulcers. 


Least Characteristic 
15 
21 2 
45 3 
44 37 
22 37 
10 42 ki 
43 4.5 
28 45 ey 
33 45 = 
Factor 
AY 
A— 
B+ 
B— 


good-hearted individual.” Subjects in the 
other group (A—) seem to have a self- 
perceptual pattern that is concerned with 
denying any feelings of dependency or 
weakness and with upholding their self- 
concept of being strong, angry people. The 
fact that they characterize themselves as 
both angry and strong suggests that their 
self-perceptual pattern may represent a reac- 
tion formation against the strongly denied 
feelings of dependency and weakness. 

The B+ and B— patients can be sum- 
marized as follows: 

B+ Patients: These patients see themselves as 
people who can stand on their own feet, are capa- 
ble of retaliating, and are not easily cowed. They 
deny that they wish to be close to people. 

B— Patients: This group can best be character- 
ized by its ambivalency about getting close to 
people. On one hand, they attempt to reach out for 
friendliness, but, on the other, they avoid any real 
intimacy. 

Intimacy is a major concern of the B+ 
pattern. In some respects they share a 
similarity with the A— pattern in that both 
A+ and A— patients deny any strong need 
for people. However, the B+ patient feels 
a good deal of irritation, but not to the ex- 
tent of the massive anger of the A— patient. 
Rather, the B+ patient’s main self-concept 
is one of standing on his own two feet. 
B— people are characterized by blandness 
and “sweetness” and appear most con- 
cerned with avoiding any strong relation- 
ships or feelings. They are essentially 
emotionally isolated people who have a 
strong need to keep up a friendly exterior. 
They deny any feelings of anger or irrita- 
tion toward others. 

Thus, the second factor, B, appears to 
revolve around a different locus from that 
of the A factor. Here the concern is not 
with dependency but with intimacy. Unlike 
the A factor, where the A+ people appear 
without conflict and the A— people experi- 
ence some conflict, both the B+ and the B— 
groups express a good deal of conflict. 

Summarizing the two factors, we find one 
factor (A) centering around the issue of 
dependency. One type of person in this 
factor appears to have little difficulty in ac- 
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cepting or expressing his dependent feelings; 
the other type has a strong massive reaction 
against dependency. The second factor (B) 
appears to be characterized by a concern 
over intimacy. Persons falling at either pole 
of this factor seem to be more open to 
seeing their conflicts and less extreme in 
their affective reactions. One pole rep- 
resents persons who are characterized by “a 
rugged individualism”; the other pole rep- 
resents bland, superficially warm persons. 

The identification of these patterns raises 
the question of whether they can be related 
to the common symptom; i. e., whether these 
patterns exist because the patients have 
ulcers or whether they are a result that 
could be expected from any randomly 
selected population. Although a_ control 
group was not utilized in this study, a 
similar instrument was used with “normal” 
persons who participated in a training 
program in group development.? This 
population produced self-perceptual patterns 
quite distinct from the patterns found for 
ulcer patients. Thus, it seems safe to con- 
clude that the instruments used does not 
invariably produce the patterns found in 
this study. 

The following sections present a discus- 
sion of the relationship of self-perceptual 
patterns, theories about the psychogenesis 
of ulcers, and certain medical features of 
our population. The fact that clear and 
consistent relationships are found supports 
the assumption the patterns found here have 
some special meaning for ulcer patients. 

2. What are the medical and social cor- 
relates of these patterns? 

The results of Table 5 indicate that cer- 
tain physiological and medical correlates 
appear to be related to the psychological 
patterns discovered. Looking first at the 
prevalent symptomatology, one important 
distinction is apparent. All those persons 
for whom intimacy seems to be the issue 
do not show any weight loss. In sharp con- 
trast to this, all the patients for whom 
dependency is the issue show a weight loss. 
This striking difference suggests that a 
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symptom having to do with the intake of 
food sharply differentiates the two groups. 
The only physiological explanation of 
weight loss in ulcer patients is that they do 
not eat.t Several psychological factors sug- 
gest themselves to explain a lowered food 
intake for patients with ulcers. The psycho- 
logical stress in the A+ pattern appears to 
be the lack of sufficient external gratification 
of their needs for love and affection. It is 
possible that this type of person falls back 
on a spite reaction when faced with limited 
external gratification; i. e., “Since I do not 
get sufficient affection, I won't take any- 
thing.” Since food and love are often in- 
extricably related, anorexia may be the 
consequence. Compared with the other pat- 
terns, the A+ patients respond best to diet 
and medication when administered in the 
hospital. The hospital appears able to sup- 
ply the necessary dependency gratification, 
so that these patients find it no longer 
necessary to resort to a spite reaction and 
to rejection of food. 

For the A— group, hostility is used as 
a defense against recognizing dependency 
needs. These patients feel that dependency 
is shameful and insist: “I am not weak, a 
helpless person. I am strong and angry 
and don’t need anyone.” To the extent that 
dependency wishes are associated to eating, 
the intake of food becomes guilt-laden, and 
hence inhibited. These patients do not re- 
spond to the hospital dependency situation 
with alleviation of symptoms. It is possible 
that they cannot allow dependency gratifica- 
tion because it is too shameful and hurts 
their pride. 

Another important dimension appears to 
be the type of treatments. The major form 
of treatment for A+ patients was diet and 
medication (D and M); A— and B-— 
persons were all treated by surgery, and 
the B+ pattern included an equal number 
of diet-medication- and surgically treated 
patients. The A+ patients were the only 


t The patient who has had a stomach-intestinal 
anastomosis is subject to physiological causes of 
weight loss.* This condition was not present in our 
population. 
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group who were consistently treated with D 
and M and showed improvement under this 
treatment. It is possible that their need for 
oral gratification made them receptive to 
this form of treatment. Several explana- 
tions may account for the lack of response 
to diet-medication treatment for other pa- 
tients.§ The A— patients may resist the 
implications of dependency inherent in D 
and M treatment. The B patients, owing 
to the absence of any specific problem with 
dependency, may experience no special re- 
ward from diet and medication. 

An alternative hypothesis which may ex- 
plain the difference in type of treatment 
may involve the relationship between the 
internist and the patient. The internist may 
decide to utilize or continue utilization of 
D and M because he feels that this patient 
is the type that will benefit from D and M. 
He may implicitly recognize the dependent 
person who seeks external gratification. A 
slightly different explanation may be in the 
nature of the response the dependent pa- 
tient gives to D and M; the internist may 
note that the patient seems to be responding 
positively to his treatment, and hence may 
feel gratified and rewarded in carrying it 
on. Another possibility is that the internist 
may resent the belligerence or aloofness of 
the A— or B patients. He may experience 
few rewards from such patients, and work 
to terminate treatment quickly and suggest 
surgery. On an unconscious level, surgery 
may represent a punitive attitude toward 
the patient. 

At present, we have no evidence to choose 
between alternative explanations for the 
choice of treatment in ulcers. We plan a 
further study that will shed light on the 
decision-making process which takes place 
in the management of ulcer patients. Al- 
though we can offer no explanation for 
choice of treatment, our present data make 
questionable the simple hypothesis that type 


§ No reliable information is available as to the 
exact form or length of D and M for our sur- 
gically treated patients. We are making the assump- 
tion that D and M are generally utilized before 
resorting to surgery. 
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of treatment is related to severity of ulcer. 
For example, the A+ patients appear to 
have as severe ulcers as any other group, 
when a symptom or combination of symp- 
toms is considered; yet they are not treated 
with surgery. 

A third interesting correlate obtained was 
that of location of ulcer. Locations were 
determined for duodenal bulb, duodenum, 
and stomach by utilizing radiological re- 
ports. The fact that all A+ patients had 
duodenal-bulb ulcers may have some ps)- 
chological meaning; however, no obvious 
explanation suggests itself to us. No phys- 
iological process is apparent to explain the 
differences in location of ulcers. 

3. What is the relationship between the 
Specificity hypothesis and these patterns? 

Psychiatrists familiar with Alexander’s 
specificity hypothesis defined patterns that 
corresponded with his hypothesis (Table 4). 
The Type-X ulcer patient is described as 
a person who expresses and feels a great 
deal of dependency and some need for 
friendliness and who strongly denies any 
conflict over dependency or any need for 
isolation or withdrawal. The Type-Y ulcer 
patient is described as a person who experi- 
ences a great deal of conflict over depend- 
ency and who expresses some anger and 
withdrawal, but who vehemently denies 
either expressing or experiencing depend- 
ency and friendliness. Comparing these 
descriptions with the ulcer patients’ self- 
descriptions, we find that the psychiatrists’ 
description of the Type-X ulcer patient 
most closely approximates the A+ group. 
However, the psychiatrists’ descriptions 
overlook the possible defensive use of 
warmth and the strong denial of hostility. 
Their description of the Type-Y ulcer pa- 
tient somewhat approximate the A— group. 
However, they appear to overlook the ex- 
cessive character of the anger of this group. 

Thus, the specificity hypothesis as charac- 
terized by the psychiatrists corresponds to 
Factor A but not to Factor B. It is inter- 
esting to note the apparent disregard of 
hostility by the psychiatrists as a major 
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dimension of the ulcer patient. In the pa- 
tients’ self-description, hostility plays an 
important role apparently both as a recog- 
nized problem area and as a defensive 
reaction to recognizing his dependency and 
intimacy needs. In this connection, it is 
worth noting that some authors *** have 
stressed the importance of aggressive im- 
pulses in the dynamics of the ulcer patient. 
The psychiatrists in this study adhered 
closely to Alexander’s formulations, where 
dependency is seen as the central issue. The 
particular methodology used in this study 
does not shed light on whether the de- 
pendency is secondary to hostility, or 
whether hostility is a reaction to frustrated 
dependency. However, the patients certainly 
emphasize conflicts about hostility far more 
than the psychiatrists predicted they would. 
It is important, however, to point out that 
in asking the psychiatrist to describe the 
“general ulcer patient as seen by the spec- 
ificity hypothesis,” the resultant description 
must, of necessity, be stereotypical, without 
taking into account the nuances of person- 
ality. 


Summary 


Using a Q-sort based on items relevant 
to group behavior, two mutually exclusive 
self-perceptual patterns were found in a 
sample of ulcer patients. One pattern cen- 
tered around the problem of dependency; 
the other, around the problem of intimacy. 
Certain psychosomatic relationships were 
revealed among psychological patterns, med- 
ical symptomatology, and recommended 
treatment. By utilizing the same instrument, 
psychiatrists familiar with 
specificity hypothesis defined patterns that 
corresponded with this hypothesis. These 
patterns were found to characterize one of 


Alexander’s 


the two self-perceptual patterns discovered 
for the ulcer patients. Perceptions involv- 
ing hostility and intimacy were emphasized 
by the patients but de-emphasized by the 

psychiatrists. 
Health Service, the University of Chicago (37). 
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Schizophrenic Patients 


ALAN A. STONE, M.D., and STANLEY H. ELDRED, M.D., Waverley, Mass. 


It is part of psychiatric lore that on oc- 
casion there develop marked paranoid de- 
lusions during quite varied therapeutic 
attempts at rehabilitation of chronic schizo- 
phrenic patients. However, this aspect of 
psychiatric lore is apparently not well 
documented in the literature. A search of 
the psychological abstracts * revealed no 
article specifically devoted to this subject. 
(One related reference discussed a tendency 
toward increased hallucinations during 
activation of chronic schizophrenics.*) One 
of the case histories presented by Freeman, 
Cameron, and McGhie,? describes the onset 
of delusions during work with a chronic 
schizophrenic. This is ascribed by them to 
some adverse interaction with a relative. 
Azima and Wittkower ? have also described 
a chronic case in which delusions developed 
during active attempts at rehabilitation. 
Both these instances occurred in patients 
subjected to intensive therapeutic endeavors 
with interpretive techniques. We have had 
the opportunity to follow the development 
of organized delusions in chronic deterio- 
rated patients without the utilization of any 
interpretive or other psychotherapy. 

A research project begun at McLean 
Hospital required that a small group of 
chronic schizophrenic patients be assembled 

From the McLean Hospital. 

Submitted for publication Sept. 25, 1958. 

The observations presented in this paper were 
made during the early stages of a research study 
which is under the direction of Dr. Stanley Eldred 
and is supported by the Commonwealth Fund. Dr. 
Jacob Christ assisted me in the collection of Lorr 
Scale data. Dr. Lewis Sherman scored the Lorr 
Scale data. It is obvious that this paper was 
contributed to by both these people. Miss Helen 
Meleedy, R. N., and Mr. Herbert Mallinson did 
most of the work reported here. 

* Psychological Abstracts, 1927 through 1957. 
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on a specially set-up research ward. These 
patients were given comprehensive psy- 
chological and psychiatric evaluations before 
their move and at intervals thereafter. As 
part of the evaluation, Lorr Behavioral 
Rating Scale ¢ data were obtained by two 
psychiatrist interviewers. The Lor, Scale 
is described briefly as follows *: 

The Multidimensional Scale for Rating Psychiatric 
Patients (MSRPP), Hospital Form, consists of 
62 brief, unlabeled, graphic rating scales presented 
in a random order. The schedule secures in a 
relatively objective and quantitative form a descrip- 
tion of the observable behavior or readily inferrable 
traits and common symptoms of hospitalized pa- 
tients. The scales represent a broad sample of 
important symptoms characteristic of the functional 
psychoses. They demand a minimum of interpreta- 
tion on the part of the observer and they yield 
judgments relatively unbiased by the rater’s point 
of view or theoretical persuasion. 

Of these 62 ratings, 40 are made by the 
psychiatrist after an interview, and 22 by 
the nurses on the basis of ward behavior. 
Discussion in this paper will be confined to 
clinical psychiatric and Lorr Scale data for 
two patients. 

During the early stages of the research 
project we had the impression that some of 
the chronic, apathetic patients were de- 
veloping marked paranoid delusions. These 
patients, long-time residents of the hospital, 
had settled into an existence free of any 
meaningful human contacts. They had been 
receiving routine psychiatric care and had 
long since given up any semblance of 
organized delusions. 

The change in symptoms seemed to coin- 
cide with the increased nursing care at- 
tendant to their transfer to the special 

+ For a complete description of the Lorr Rating 


Scale, see Veterans Administration Technical Bul- 
letin 10-507.* 
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research ward. Working under supervision, 
nurses attempted to set up an area of 
meaningful social interaction, and building 
on this new relation, to increase the sphere 
of the patients’ interests. The two cases 
presented here are instances in which the 
nurses were eminently successful in this 
attempt. During the time these patients 
were on the research ward they also had 
weekly venipunctures and 24-hour urine col- 
lections; however, one of the patients 
described refused to cooperate and had no 
venipunctures. 

The two cases chosen for presentation 
dramatically illustrate the development of 
delusions. However, it was our clinical im- 
pression that other patients showed similar 
trends, though in varying degrees. 

Case 1—Mrs. A was a patient on the chronic 
disturbed ward. She had been grossly psychotic 
during 27 of her 58 years and for 24 of these 
had been a patient at McLean Hospital. Early in 
her illness she had been diagnosed as catatonic 
and never had shown more than fleeting delusional 
ideas. During most of her hospitalization she had 
been assaultive and denudative and frequently 
smeared feces. These symptoms had become worse 
subsequent to lobotomy eight years previously, 
but since then she had settled into a chronic 
apathetic state, spending most of her time wandering 
about the ward. When first interviewed for this 
study, she commented that her case was hopeless 
and she had no chance of getting well. She 
nursed the hope that doctor might give 
her an overdose of barbital (Veronal), and put her 
out of her misery. She said her sickness was 
related to some difficulties at the time of the 
birth of her last child and felt that this had left 
her weak. In the was laconic and 
markedly depressed, but her responses were ap- 
propriate and without delusion. She did mention 
that she had heard that patients were on occasion 
put out of their misery if they were hopeless cases. 
Two months later, after transfer to the research 
ward, the patient was again seen in interview. 
Dramatic changes had taken place; the patient 
was more cheerful, and talked about leaving the 
hospital and going to live in the nurses’ home. She 
had developed a complete delusional system that 
the hospital was controlled by Catholic doctors, 
who had taken over, and that nurses and attendants 
were all Catholics as well. She saw balloons with 
Catholic guards in them, floating by. She felt 
that if she were converted to Catholicism, we would 
allow her to leave the hospital. On the Lorr Scale 


74/178 


some 


main, she 


her total paranoid scale was +-2.5 f{ at first testing, 
and was +7.5 eight weeks later. 

Case 2.—Miss B was a patient on the chronic 
nondisturbed hall. She had been psychotic for 32 
of her 62 years and for the past 26 years had been 
a patient at McLean Hospital. She had been 
markedly delusional early in her illness, but during 
the past 10 years delusions were not a feature of 
her psychosis. She talked with few people and 
spent most of her time playing with dolls and 
arranging yarn. At first interviewing she spoke in 
word salads, used neologisms, and created these 
out of the French, German, and Italian as well 
as the English language. Her speech was incom- 
prehensible, and she smiled inappropriately. After 
transfer to the research ward and the initiation of 
intensive nursing care, the patient was interviewed 
again. On this occasion, her speech was con- 
siderably clearer, with only occasional garbled 
words. She spoke mainly in English, with more 
appropriate affect. She told about being married 
and indicated that people sometimes adopt children 
who are in reality their own. She claimed that 
she owned 30 automobiles and that these should be 
available for rides. She said that she had con- 
siderable wealth (which true), but stated 
that her money was in danger and that a group was 
trying to get it. Her initial Lorr rating was 0, 
and eight weeks later it was +5. 


was 


Several explanations might be offered to 
explain the change in symptomatology re- 
ported here. The question might be raised 
whether the delusions which appeared might 
simply reflect a reaction to the anxiety at- 
tendant upon the transfer to a new and un- 
known environment. However, one of the 
patients described, Mrs. A, had in the past 
eight years been transferred several times 
to different halls without manifestation of a 
delusional system. Second, and even more 
to the point, one might ask whether these 
patients were delusional during their so- 
called chronic states and merely unwilling 
or unable to communicate this to a physician 
or nurse. We do not feel that this 
hypothesis can be entirely ruled out. 
Against it, however, is the fact that the be- 
havior of these patients on the hall also 
changed and that the behavior was 
congruent with their delusions. Mrs. A was 
more cheerful and expected to leave the 
hospital once her conversion was ac- 


t These scores represent a deviation from the 
normal in the paranoid cluster. 
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complished. Miss B had several evenings 
during which she complained of abdominal 
cramps and claimed that she was in labor 
and about to deliver a child. 


Conclusions 


Thus, it seems likely that in these chronic 
patients an imposed increase in frequency 
and duration of contacts with personnel 
was accompanied by the development of 
manifest delusions. This adds weight to the 
hypothesis that delusions represent restitu- 
tive symptoms, as a psychotic attempt to 
deal with the interplay of internal forces 
and external reality. Unfortunately, this is 
often interpreted by nurse and doctor, alike, 
as a poor result. The patient becomes more 
agitated. His orderly routines break down. 
He is more demanding of staff time and 
attention. There may even be an increase in 
suicidal risk. In many respects it may seem 
like poking a hornet’s nest. It should be 
emphasized that the changes described 
here were not due to deep interpretations of 
psychotherapists, but were simply the ac- 


companiment of an increase in interpersonal 
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relations, in an attempt to activate patients. 
On occasion similar results have been ob- 
served at this hospital during intensive 
psychotherapy with chronic patients. It 
should not surprise us that a patient whose 
wall of apathy has been breeched would 
revert to his old screen of projections and 
delusions, in order to cope with the stress 
of new relationships. We do not consider 
the increase in delusions to be necessarily 
a good or a bad turn. We do think that it 
may be an inevitable occurrence in the 
rehabilitation of certain chronic  schizo- 
phrenic patients. 

McLean Hospital. 
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Nocturnal Orgasm in Women 


Its Relation to Psychiatric Illness, Dreams, and Developmental and 


Sexual Factors 


G. WINOKUR, M.D.; S. B. GUZE, M.D., and E. PFEIFFER, A.B., St. Louis 


A previous investigation concerning the 
recall of some of the phenomena of sleep 
revealed that nocturnal orgasm was report- 
ed by 47% of women with the diagnosis 
of a neurosis, as opposed to only 8% of 
control women.’ Although we have found 
no similar reports comparing nocturnal 
orgasm in psychiatric patients and in con- 
trols, the phenomenon of nocturnal orgasm 
has been referred to in the literature. Kin- 
sey? reported an incidence of 37% in a 
mixed racial group, and Weissenberg* 
noted that 12% of 324 female Russian 
students experienced orgasms during 
dreams. The striking difference between 
neurotic women and controls noted above 
prompted a replication of the previous 
study with an attempt to find additional data 
relating nocturnal orgasm to dreams and 
to other sexual factors. It is these findings 
which are reported in this paper. 


Subjects and Methods 


A structured interview was held with 100 fe- 
male nonpsychiatric patients from medical and 
surgical clinics. In order to control for psychiatric 
patients in this group, any subject who gave a 
history of having had any psychiatric therapy or 
of having taken “nerve medicine” was discarded 
from the study. From psychiatric clinics, 50 women 
with the diagnosis of a neurosis and 50 women 
with the diagnosis of a psychosis were obtained 
and were given the same structured interview. 
All interviews were performed by the same per- 
son. All subjects were white, and all neurotic and 
control subjects were seen either in the Washing- 
ton University Clinics or in the clinics of the St. 
Louis City Hospital, thus controlling for socio- 
economic status. Most of the psychotics were seen 


Submitted for publication Sept. 25, 1958. 
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in the clinics, but a few were interviewed during 
their stay as ward-care patients in the Renard 
Hospital or the St. Louis City Hospital. The mean 
ages for each group were as follows: psychotic 
patients, 42.8 years; neurotic patients, 42.0 years, 
and controls, 38.9 years. The diagnoses of the 
psychotic patients were schizophrenia, 64%; psy- 
chotic depression, 12%; involutional depression, 
12% ; manic-depressive, depressed, 4%; manic-de- 
pressive, manic, 4%, and paranoid state, 4%. The 
diagnoses of the neurotic patients were obsessive- 
compulsive, 2%; anxiety reaction, 42%; hysteria, 
24%; reactive depression, 20%; hypochondriasis, 
4%; phobic reaction, 2%; mixed psychoneurosis, 
4%, and immature personality, 2%. The controls 
had a variety of medical and surgical disorders. 


Results 


The subjects were asked whether they 
had ever experienced a nocturnal orgasm. 
The results are presented in Table 1. Of 
the 100 control subjects, 6% gave a positive 
reply; of the 50 neurotic subjects, 36% 
gave a positive reply, and of the 50 psy- 
chotic subjects, 42% gave a positive reply. 
Thus, 6 control women, 18 neurotic women, 
and 21 psychotic women answered yes—for 
a total of 45 women. One subject out of 
the 45 who gave a positive report said 
it was a dream; 43 subjects said it was a 
true orgasm, and 1 subject did not know 
which was the case. 


TABLE 1—W omen Reporting Having Had a 
Nocturnal Orgasm 


Positive Report 


No. % 


6 
36 
42 


fe. 
Group Subjects ra 
100 6 = 
Psychotic............ 50 21 


NOCTURNAL ORGASM IN WOMEN 


An attempt was made to have the subjects 
describe the nocturnal orgasms. The fol- 
lowing are some quotations from each of 
the three groups of subjects. They indicate 
that the subjects understood the question 
and did, in fact, experience orgasms. 

Control 

1. “It was after we were separated. It was like 
you were with a man, that feeling, that sensation, 
when you wake up.” 

2. “It’s more ‘sensitive’ than the actual thing. 
During intercourse I never have quite completely 
the sensation of pleasure, but I do during a sleep 
climax.” 

Neurotics 

1. “It is a funny feeling down below, almost 
like after intercourse.” 

2. “I wake up with a feeling of relaxation and 
tingling down below.” 

3. “After the visit of an insurance man, I had 
a dream of the whole thing, kissing and loving and 
intercourse. My nightgown was all wet, and I felt 
like I was going to have one of my convulsions. 
It was the real thing.” 

4. “Very painful in a sense, but also pleasurable.” 

5. “As if I were with somebody, sometimes my 
husband, but even then I am uneasy in my dream 
of becoming pregnant.” 

6. “Oh, it feels good, as if with my husband; 
but he won't sleep with me.” 

7. “I just wake up satisfied, as with intercourse.” 

8. “It relaxes me.” 

Psychotics 

1. “In spite of dreams of rape, it is a satisfaction 
to me.” 

2. “It gives me much more satisfaction than with 
intercourse. I feel relaxed after a few muscular 
movements.” 

3. “Slimy discharge and a tingling of nerves 
below.” 

4. “It is just a wet dream. Everybody has them, 
don’t they? I get frustrated often.” 

5. “A sort of thump, just like when you come.” 

6. “A beating in the vagina. Distinctly pleasur- 
able.” 

7. “Just like I used to feel when I had orgasms 
with intercourse when I was young.” 

8. “I was so comfortable and really soaked my 
bed. I feel guilty over this.” 

Association of Nocturnal Orgasm with 
Dreams 

Table 2 contains the data on the associa- 
tion of sexual climax during sleep with 
dreaming. Of the 45 subjects in all three 
groups who reported nocturnal orgasm, 26 
(58%) said there was a dream associated 
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Taste 2.—Dreams Associated with Nocturnal 


Orgasm 
Don’t 
Yes No Know 

No. of 

Group Subjects No. % No. @% No. & 
Ee 5 5 83 1 17 0 0 
Neurotic......... 18 ll 61 7 39 
Psychotic........ 21 10 4 7 33 4 19 


with it, 15 (339%) answered in the negative, 
and 4 (9%) said that they did not know 
which was the case. 

Frequency of Nocturnal Orgasm 

An attempt was made to assess the fre- 
quency of occurrence of nocturnal orgasm 
in the 45 women who reported the phenom- 
enon. This was at best a rough estimate, 
but 38% of the 45 subjects reported that 
the phenomenon had occurred less than five 
times, 13% more than five times but with- 
out any regularity, and 49% with some 
regularity. Regularity here means from a 
few times a month to a few times a year. 

Nocturnal Orgasm, Enuresis, Somnam- 
bulism, and Dysmenorrhea 

There was no correlation between the 
reporting of nocturnal orgasm and a history 
of enuresis, sleepwalking, or dysmenorrhea. 

Nocturnal Orgasm and History of Dys- 
pareunia 

Table 3 presents the data of the relation- 
ship between dyspareunia and nocturnal 
orgasm. It is to be noted that the incidence 
of nocturnal orgasm in the psychiatric 
sample is higher in subjects who report 
dyspareunia. However, among the 15 con- 
trols who had dyspareunia, there were none 
who had experienced nocturnal orgasm. Of 
the 45 subjects in all groups who reported 
nocturnal orgasm, 11, or 24%, reported dys- 
pareunia. Of the subjects who did not have 
nocturnal orgasm, 24, or 15%, reported 
dyspareunia. x*-Analysis between the sub- 
jects who reported both nocturnal orgasm 
and dyspareunia, as compared with those 
who had dyspareunia and no nocturnal or- 
gasm, was performed: ,*=3.56; 0.10> 
P>0.05. There was then no consistent 
relationship between the reporting of noc- 
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TaBLe 3.—Nocturnal Orgasm and Dyspareunia 


Incidence of Nocturnal 
Orgasm in Those 


Incidence of Nocturnal 
Orgasm in Those 


No. of Incidence of Dyspareunia with Dyspareunia Without Dyspareunia 
Control......... 100 15 15% 0/15 0% 6/85 8% 
ll 2% §/il 45% 13/39 33% 
Ee 50 9 18% 6/9 67% 15/41 37% 


turnal orgasm and a history of dyspareunia. 
Further, as the incidence of dyspareunia is 
not significantly higher in the psychiatric 
population, this factor cannot account for 
the increased incidence of nocturnal orgasm 
in these groups. 

Relationship of Nocturnal Orgasm to 
Time of First Sexual Intercourse 

An attempt was made to determine 
whether the nocturnal orgasm first occurred 
prior to the woman's first experience of 
sexual intercourse. Of the 45 subjects in 
all three groups, 2 (4%) said the first 
nocturnal orgasm had occurred before the 
first sexual intercourse, 32 (719%) said it 
had not occurred before their first sexual 
intercourse, and 11 (25%) reported that 
they did not know which w:s the case. 


Controls Married _. 
(100) Widowed 
Single. 


Divorced and separated _. 


Psychotic Married 
(530) Widowed. .. 


Divorced and separated . 


Taste 4.—Nocturnal Orgasm and Marital Status 


Nocturnal Orgasm and Marital Status 

Marital status refers to that at the time 
of the interview. The relevant data are 
presented in Tables 4 and 5. 

After initially observing a markedly 
higher incidence of nocturnal orgasm in the 
psychiatric patients, we find that among 
these women reporting nocturnal orgasm 
the incidence of being married at the time 
of the interview is markedly decreased. 
This difference is accounted for by a higher 
incidence of separation and divorce. It is 
noteworthy that the incidence of widowhood 
and of being single is essentially the same 
in the two groups. 

Furthermore, we note that, although the 
incidence of nocturnal orgasm is higher 
among those separated and divorced in all 


Subjects With 
Necturnal Orgasm 


Subjects Without 
Nocturnal Orgasm 


% ot % of 
Total With Total Without 
Nocturnal Nocturnal 
No. Orgasm No Orgasm 
3 50 70 7 
0 0 9 10 
0 0 1 1 
3 50 15 
6 100% wt 100% 
7 39 17 53 
3 17 6 19 
1 5 2 6 
7 39 7 22 
18 100% 32 100% 
~ 38 20 68 
2 10 2 7 
1 5 2 7 
10 47 5 18 
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NOCTURNAL ORGASM IN WOMEN 


Taste 5.—Marital Status 


No. 


Control 
Separated & divorced.......................-... 17 
Neurotic 
Seperated & divorced... “4 


Psychotic 


Incidence of Subjects x* Analysis 
Reporting Nocturnal Orgasm Separated & Divorced 
—~~ vs. Married Using Yates 


No. % Correction for Continuity 


3 18 x*=2.18 

3 4 N.8.° 

7 x*=0.88 
N.8. 


x*=4.33 
P<0.05 


BS 


* N. Not significant. 


three groups studied (control, neurotic, 
and psychotic), the incidence of nocturnal 
orgasm among the separated and divorced 
is again greater in the psychiatric groups 
than in the controls, reaching statistical sig- 
nificance in the psychotic group (P<0.05). 
x’-Analysis in the total psychiatric group 
(neurotic plus psychotic), comparing in- 
cidence of nocturnal orgasm in separated 
and divorced subjects as opposed to that 
in married subjects, revealed ,?=6.90; 
P<0.01. The greater incidence of noc- 
turnal orgasm in the psychiatric groups 
holds also, however, for the married women, 
indicating that marital status is not the only 
factor producing a positive report. 

Nocturnal Orgasm and Frequency of In- 
tercourse 

The data revealed no striking difference 
in the frequency of sexual intercourse be- 
tween those women reporting nocturnal or- 
gasm and those who did not. 

Nocturnal Orgasm and the Occurrence of 
Orgasm with Intercourse 

Comparisons were made of the frequency 
of orgasm during sexual intercourse be- 
tween those women reporting nocturnal or- 
gasm and those who did not. When the 
two groups were broken into control, neu- 
rotic, and psychotic women, there appeared 
to be a tendency for the psychotic women 
who reported nocturnal orgasm to have 
fewer orgasms during coitus than the psy- 
chotic women who did not report nocturnal 
orgasm. However, the number of women 


Winokur et al. 


involved was too small for statistical sig- 
nificance. Otherwise there were no evident 
differences. 

Nocturnal Orgasm, Enjoyment of Coitus, 
and Reporting of a Satisfactory Sexual Life 

There were no significant correlations 
between the reporting of nocturnal orgasm 
and the enjoyment of coitus as much as the 
subject’s partner, or the reporting of a 
satisfactory sexual life. 

Comment 

Probably the most striking aspect of the 
data is that the reporting of nocturnal or- 
gasm in women occurred primarily in a 
psychiatric population. This is particularly 
significant in view of the fact that the pres- 
ent study is in part a replication of a sim- 
ilar, previous one by Tapia, Werboff, and 
Winokur, which produced essentially the 
same findings. 

In the present study, 87% of the 45 
subjects who reported the phenomenon fell 
into the psychiatric group. A simple ex- 
planation for this would be that nocturnal 
orgasm occurs in all women but that only 
the psychiatric subjects are experienced in 
discussing their most personal feelings, and 
so are able to divulge the presence of the 
experience. Unfortunately, this simple ex- 
planation does not hold up because the 
frequency of reporting other personal ex- 
periences, such as dyspareunia, dysmenor- 
rhea, enuresis, somnambulism, and orgasm 
with intercourse was not different in the 
psychiatric subjects and in the controls.‘ 
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Nocturnal orgasm in women, however, is 
not considered by all workers in the field to 
be a true psychiatric symptom. Heyn,® in 
looking over his “annotations accumulated 
over a period of 20 years,” found that 
among 452 women that were subject to 
inquiry, 239 dreamt more or less regularly 
and 213 dreamt not at all. He concluded 
that these “pollutions” were entirely normal 
and physiological and that they occur in 
one-half of all women whether they are 
married or virginal. Unfortunately, he does 
not make clear how he goes from the inci- 
dence of dreams to the incidence of “pollu- 
tions.” The occurrence of nocturnal orgasm 
is attributed by Heyn to an unsatisfied 
sexual drive and tends to follow the wave 
of sexual excitement in women, i. e., be- 
fore and after the woman’s menstrual pe- 
riod. Further, Heyn believes that the 
stronger the libido in a woman the greater 
the possibility of a nocturnal orgasm. On 
the other hand, both Kraft-Ebing and 
Kisch, according to Heyn, are of the opin- 
ion that nocturnal orgasm occurs only in 
the neurotic, and particularly the “sexually 


asthenic,”” woman. 

Unfortunately, Heyn’s material and the 
data contained in the present study are not 
strictly comparable. It is impossible to de- 
termine what type of subjects he used, 
whether the quality of reported experiences 
are the same, and how he gathered his in- 
formation. Nor is it clear that he suffi- 
ciently distinguished between sexual dreams 
and orgasm. 

Aside from the correlation of nocturnal 
orgasm with psychiatric illness, the data of 
the present study indicate an association 
of nocturnal orgasm with being either sepa- 
rated or divorced. Although it is true that 
the frequency of separation and divorce is 
higher in the psychiatric group than in the 
controls, the association of nocturnal or- 
gasm with separation and divorce was evi- 
dent in the control women as well, though 
to a less extent. 


A. M. A. ARCHIVES OF GENERAL PSYCHIATRY 


These two observations—the association 
of nocturnal orgasm with psychiatric illness 
and with separation or divorce—probably 
indicates that the phenomenon reflects some 
disturbance in sexual and marital adjust- 
ment, which, however, does not manifest 
itself in such things as differences in fre- 
quency or orgasm during coitus, enjoyment 
of coitus, dyspareunia, or reporting a gen- 
eral feeling of satisfaction with sexual life. 
The nature of this disturbance is in no way 
clear and must be pursued by further 
studies. 


Summary 


Nocturnal orgasm is reported by 36% 
of neurotic subjects, 42% of psychotic 
subjects, but only 6% of controls. The phe- 
nomenon is discussed in terms of its asso- 
ciations and the frequency of its occurrence. 
The association of the phenomenon with 
dreams, enuresis, somnambulism, dysmen- 
orrhea, marital status, frequency of inter- 
course, occurrence of orgasm with coitus, 
and enjoyment of sexual life is presented. 

From the data, nocturnal orgasm appears 
to be related to psychiatric disorder and 
to marital status, specifically whether the 
subject is married or separated or divorced. 


Barnes and Renard Hospitals, 4940 Audubon 
Ave. (10). 
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Patients’ and Physicians’ Judgments of Outcome of 


Psychotherapy in an Outpatient Clinic 


A Questionnaire Investigation 


FRANCIS A. BOARD, M.D., Washington, D. C. 


In this study of the outcome of psycho- 
therapy, these questions are being asked: 
Does the patient who has had psychother- 
apy agree with his therapist on the success 
of the experience? Is there disagreement, 
and what is the nature of this disagree- 
ment? What factors seem important for 
the “successfully treated” patient, and what 
factors may be responsible for the failure 
of the “unsuccessful” patient? 
Psychotherapy and psychoanalysis as 
therapeutic procedures have recently been 
scrutinized closely in an effort to determine 
what contributes to various degrees of ef- 
fectiveness.11> With few exceptions, these 
investigations have focused on the theory 
and technique of therapy, the therapists’ 
attitudes, and the patients undergoing treat- 
ment. data obtained from 
former patients through interviews or 
questionnaires have been mainly utilized to 
determine the prognosis of various dis- 
orders,’*** their spontaneous rate of re- 


covery,2** or the outcome of various forms 
36-54 


Follow-up 


of therapy according to specific criteria. 
However, in this study, follow-up data from 
patients are used as confirmation (or con- 
tradiction) of the judgments of the out- 
come of psychotherapy obtained from the 
therapists who treated the patients. 

~ Submitted for publication Oct. 11, 1958. 

From the Institute for Psychosomatic and 
Psychiatric Research and Training of Michael 
Reese Hospital, Chicago. 

Supported by a Career Investigation Grant, 
IMH RCF M997, from U. S. Public Health 


Service, Department of Health, Education, and 
Welfare. 


Method 


Questionnaires were sent to each of the 
psychiatrists who had treated patients in 
the outpatient clinic, requesting the names 
of patients whom he considered he had 
successfully treated by psychotherapy, and 
a list of failures or unsuccessfully treated 
patients. The psychiatrist was asked to 
characterize each patient in order to tap 
his feelings and attitudes toward patients in 
each group. The questionnaire was pur- 
posefully kept short, uninvolved, not 
requiring reference to records. A_ self- 
addressed, stamped envelope was included 
with the questionnaire to give added assur- 
ance of participation. Space was provided 
for remarks, with the intention of obtain- 
ing a sample of comments which might 
indicate some of the attitudes toward par- 
ticipation. A covering letter was sent with 
the questionnaire, explaining the purpose 
of the study, its confidential nature, and 
urging 100% participation. The letter and 
questionnaire read as follows: 

“This letter and questionnaire are being sent 
to all doctors who have treated clinic patients 
either as part of their residency training in 
psychiatry or as psychiatrists serving on the Clinic 
staff. This is part of an effort to determine the 
strengths and limitations of therapy as currently 
practiced in the Clinic. Valuable clinical experience 
has been accumulated by those working in the 
Clinic, and this is an initial attempt to pool some 
of that information in terms of your ideas and 
impressions. So that the whole range of clinical 
experience will be represented, it will be important 
to obtain 100% of the responses, and your help 
will be appreciated. 

“The approximate length of time required to 
fill in the questionnaire is 20 minutes. All informa- 
tion will be confidential, and no names will be 
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used in any report. When this study is completed, 

you will be sent an early report. 

“Questionnaire Regarding Clinic Cases Treated as 
a Resident in Training or as a Member of Clinic 
Staff 

“1. Please estimate the proportion of cases treated 

in Mandel Clinic which would fall into a cate- 

gory of (a) intensive therapy, (b) supportive 
therapy, (c) mixed or neither. 


(a) Intensive 
(b) Supportive %o 
(c) Mixed or neither —..-_% 


“2. Are there patients whom you have treated, with 
limited goals in mind, who profited by the 
treatment experience to a greater extent than 
you had predicted? 


(Circle one) Yes No 
Give the name of one patient who fits in this 
category —— 


“3. List five patients whom you have successfully 
treated at Mandel Clinic 


“4. Beside each name list what the predominant 
change has been. Which of the above patients 
were treated by “intensive psychotherapy” (List 
by number) 

Which were treated by “supportive psycho- 
therapy” (List by number) 

“5S List five patients you have treated in the Clinic 
who have been unsuccessfully treated. 


5. 

“6. Beside each name list what the outstanding 
difficulty has been. How would you characterize 
each of these patients in a sentence or two? 

“7.Do you feel that most patients can get sig- 
nificant benefit from treatment on a once-a-week 
basis? (Circle one) Yes No 

“8. 1f you had freedom of selection of patients at 
Mandel Clinic, state what sort of patient you 
would choose. 

“9 Comments (any observations you wish to make 
will be appreciated ).” 

After 50% of the questionnaires had 
been returned, a second letter was sent to 
those who had not responded, urging them 
to participate. 

The results of the physicians’ question- 
naire were tabulated, and the address of 
patients whose names had been listed were 
searched for in the clinic records. Ques- 
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tionnaires were then sent to the patients, 
identified by a number in one corner of the 
first page. Self-addressed, stamped enve- 
lopes were enclosed. The questionnaire 
sent to each patient read as follows: 


“Psychiatrists are interested in learning more 
about the effect of psychiatric treatment which 
they offer patients at Mandel Clinic of Michael 
Reese Hospital. Since you have had psychiatric 
treatment at one time, there are two types of 
problems which we would like to check with you 
In general we would like to ask two questions: 
1. Have the symptoms which brought you to 
Mandel Clinic been relieved permanently, or have 
they returned after treatment stopped? 2. Were 
you able to make a better adjustment in work, social 
life, and with your family after your treatment, 
or has it been just as difficult? In order to get 
at these problems, we would appreciate your 
circling an answer to each of the following ques- 
tions and returning the questionnaire in the self- 
addressed envelope. Your participation will be 
greatly appreciated. 

(Approximate time to fill in questionnaire 
20 minutes) 


“1. Did you see your Psychiatrist for more than 


six months ? Yes No 
“2. Do you feel you changed as a result of your 
treatment in an important way? Yes No 
“3. Do you feel that you were helped by your 
therapist ? Yes No 
“4. After you left Mandel Clinic, did you seek 
psychiatric help elsewhere ? Yes No 
“5. Are you now in psychiatric treatment ? 
Yes No 
“6. Did you feel that you were discharged from 
treatment too soon? Yes No 


7. Was your treatment centered about (a) under- 
standing yourself? (b) family or social prob- 
lems? (c) helping you express difficult 
problems? (d) sexual or problems in marriage ? 
(e) relatives who were in treatment with 
someone else? (f) other 
“8. How long has it been since you last visited 
your therapist? (Please write in the number 
of months.) 

“9. Was your therapist a man or a woman? 
(Circle one) Man Woman 

“10. Were you being treated for physical illness 

at the time that you were in psychotherapy ? 


Yes No 

“11. Did you have any physical illness (other than 
colds) after treatment ? Yes No 
“12. Did you like your therapist? Yes No 


“13. Do you feel he (she) liked you? Yes No 
“14.Do you consider that your treatment has 
been successful ? Yes No 
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“15. Comments. (Please feel free to express any 
feelings about these questions, any suggestions 
you have about therapy, the Clinic, or the 
gathering of this information.)” 

Many questionnaires were returned with 
the envelopes stamped “No Forwarding 
Address,” “Not There,” or “Return to 
Sender” by the post office. Efforts were 
made to find another address for these pa- 
tients in the records, the telephone direc- 
tory, or by contacting the physician who 
had listed the patient. When the patients 
had not sent back the answered question- 
naire by several months, and the post office 
had not returned it, a follow-up letter 
urging participation was sent. 


Results of Physicians’ Questionnaire 

Of the 83 questionnaires sent to psychi- 
atrists who had treated patients at the Clinic, 
57 (699%) were returned answered. The 
predominant number of psychiatrists were 
in private practice; five were in administra- 
tive or academic positions, and seven were 
still in residency when they answered the 
questionnaire. The mean length of time 
since graduation from residency was four 
years (residents excluded from mean). 
Most of the physicians estimated that they 
had done primarily “supportive” psycho- 
therapy at the Clinic; however, there were 
seven who estimated they had done pri- 
marily “intensive” therapy. 

The physicians generally felt positively 
about their work in the Clinic, as judged 
by their comments, suggestions, encourage- 
ment for the study, and requests for 
statements about the outcome. Of the 57 
physicians, 25 (469%) felt that “most pa- 
tients can benefit significantly from treat- 
ment on a once-a-week basis,” and 28 
(49%) had had the experience of treating 
patients with limited goals in mind, and yet 
the patient had profited from therapy to a 
“greater extent” than they had predicted. 
‘Twenty-three (40%) listed such a patient, 
and ten (18%) felt that this was a frequent 
experience. 

One hundred fifty-two patients were 
listed by name as “successfully treated.” 
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OUTCOME OF PSYCHOTHERAPY—QUESTIONNAIRE 


From the statements by the physicians as 
to what the predominant change had been, 
it became evident that the physicians con- 
tinued to be interested in the case and its 
outcome. Illustrative therapists’ statements 
are listed. (Compare with statements by 
patierits. ) 

“From a position of isolation, withdrawal, se- 
clusion from work and people, patient emerged to 
full-time productive work, heterosexual relation- 
ships, and understanding of her previous difficulties.” 

“Anxiety reaction related to seminoma and 
unilateral orchiectomy—relief of symptoms. At- 
tempts to work through this traumatic event.” 

“Obsessive-compulsive personality structure and 
narcolepsy ; therapy loosened her affective control 
somewhat, and the narcolepsy was somewhat 
diminished; however, the main result was that her 
increased insight prepared her for more intensive 
therapy.” 

“Able to effect better sexual adjustment. Began 
to work steadily and became plant manager, 
responsible for 1,000 workers. Marked decrease in 
paranoid and depressive symptomatology.” 

“Improved marital and vocational adjustment— 
diminution of anxiety in an acutely incapacitated 
and initially phobic patient, by a combination of 
intensive and supportive therapy.” 

“Widespread character change from severe pas- 
sivity and masochism to reasonable aggressiveness 
and ability to obtain satisfactions, instinctual, 
interpersonal relations, and at work.” 

However, only 86 of the unsuccessfully 
treated patients could be remembered by 
name, and it was recognized by the psychi- 
atrists that their memory of this group of 
patients failed more easily and earlier than 
the memory of the successfully treated pa- 
tients. Statements concerning this problem 
are explicitly stated by some of the physi- 
cians: 

“My list of failures, convenient lapse of memory 
here, is thus down to three without recourse to my 
old appointment books.” 

“Can't remember (unsuccessfully treated pa- 
tients)—-were mostly countertransference diffi- 
culties.” 

“Whatever you can make of it, I cannot recall 
the names of those patients.” (Unsuccessful—lists 
five successfully treated patients.) 

“Can't remember any of the patients, who showed 
‘no criteria for improvement’ (lists one unsuccessful 
and three successful patients).” 

“Most of the ‘unsuccessful’ cases were people 
who came in only once or twice—I am afraid I 
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TaBLe 1.—Agreement and Disagreement on the 
Outcome of Psychotherapy 


Physicians Statement 
of Successful Therapy 


Successful Unsuccessful Total 


Patients’ Statement of 
Successful Treatment 


Successful 
Unsuccessful 


Don't know 


15 


have oppressed (probably intended to write 
repressed) their names.” 

“One remembers one’s successes; failures less 
so.” 
Most of the physicians stated that the 
“outstanding difficulty” with the unsuccess- 
fully treated patients had been the patient’s 
incapacity for treatment (829%); however, 
a few (18%) recognized that their personal 
difficulties possibly interfered, as may be 
seen in some of the statements above. 


Results of Patients’ Questionnaire 


One hundred eighty-nine questionnaires 
were sent out to patients named by thera- 
pists. Of the questionnaires returned by 
the post office, no forwarding address could 
be found for 47. It was assumed that 142 
patients (85 in the “successful” group and 
57 in the “unsuccessful” group) eventually 


*In each instance where symbols + or — are 


used, the + stands 
the — stands for 
physicians’ judgment 


for successful therapy and 
unsuccessful therapy; the 
is on the left, whereas the 


patients’ judgment is on the right; thus, — + 
means the physician thought therapy was unsuccess- 
ful, while the patient felt it was successful. 


TA 


received the questionnaire. A total of 88 
questionnaires (61%) were received from 
patients—53 listed by therapists as success- 
fully treated (62%) and 35 listed as 
unsuccessfully treated (61%). Of the pa- 
tients, 59 (67%) considered themselves to 
have been successfully treated and 14 as 
unsuccessfully treated (16%), and 15 (179%) 
did not know. The data are arranged 
in a contingency table, separating out 
those who agreed with their physicians 
(++,°—-—) and those who did not 
(—+, +—, +7, Table I). 

Groups in Which Physicians and Pa- 
tients Agreed with Regard to Outcome of 
Psychotherapy.—The Successful Group by 
Consensus (++): This was the largest 
group in the sample, composed of patients 
with a broad spectrum of emotional dis- 
turbance (41% neurotic, 15% psychotic, 
and 44% personality disorders). Table 2 
presents comparison with other groups. 

As a group these patients had received 
psychotherapy for longer than six months. 
The mean length of time since the last 
contact with their therapists was 14 months. 
Eighty-three per cent of the patients stated 
that they had changed in a meaningful way 
(beneficial to them), and the remainder 
felt that they had been “helped” by their 
therapists. Most of the patients felt that 
therapy was centered about “understand- 
ing” themselves, in contrast to other groups 
in which patients considered themselves 
unsuccessfully treated (Table 4). Sixty- 
two per cent of the patients made voluntary 
comments; these were in general positive 
about the treatment they received or con- 


Statement of Success 
(Physician: Patient) 


Neurotic disorder ......... 
Psychotic disorder . 
Personality disorder... 
Psychophysiologic disorder 
Organic brain disorder . - - 
Unclassified 
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++ + age 
42 17 
7 7 “4 
+? 
Total 53 35 
| 
oy MMsce 2.—Distribution of Diagnoses in Groups Represented in Table 1 ne, 
41% 29% 29% 57% 100% 37% 
15% 0% 24% 14% 7% 
4% 43% 29% 29% 18% 
14% 12% 9% 
6% 
= 4% 9% 


OUTCOME OF PSYCHOTHERAPY—QUESTIONNAIRE 


TABLE 3.—Duration of Therapy, Time Since Last Contact, and Feeling of Being 
Discharged from Therapy Too Soon 


Statement of Success 


(Physician: Patient) ++ 


14 
12% 


Last contact, mean in mo._... 
“Discharged from treatment too soon”. ........ 


+— +? —? 


100% Still in 


psycho- 
therapy 
21 19 6 
100% 19% 57% Still in 55% 
psycho- 


therapy 


structive about suggested changes in the 
clinic. 

“Treatment helped me into a position of self- 
confidence so I could run my own life.” “Therapy 
was successful as a preparation for psychoanalysis, 
which I am now undergoing.” “On the whole I 
feel I’m a stronger person to be able to fight my 
battles without falling apart—I’m very grateful.” 
“I am forever grateful of the kindness shown and 
the excellent treatment received.” “Clinic enabled 
me to receive treatment which has been most 
beneficial at a time when it was out of financial 
reach.” “There were a number of things about 
the clinic I did not like (lists them).” “I once 
waited five hours to see Social Service (suggests 
appointment system).” “I’m no longer in a 
psychotic state (speaks of confusion and un- 
pleasantness on first floor of Clinic).” “I have 
nothing but the highest praise for what you are 
doing—only wish you had evening hours.” “After 
assignment to a doctor, clinic regimen is very well 
handled to inspire a patient with confidence and 
trust.” “You saved my life—wish your facilities 
would permit the treatment of more people.” 
“Payments should be made upstairs—I owe some 
of the success of treatment to the Social Worker 
(names her).” 

The feelings which stimulated comments 
such as these were also seen in the response 
to the questions concerning the therapist. 
All patients answered “Yes” to the ques- 
tion: “Did you like your therapist?” and 
95% answered “Yes” to the question: “Do 


Taste 4—What Was Treatment Centered 


you feel he (she) liked you?” (The others 
omitted answering this question; Table 6.) 

The Unsuccessful Group by Consensus 
(—-—): This small group, of seven pa- 
tients, agreed with their physician that they 
had been unsuccessfully treated. Most of 
the patients had been diagnosed as person- 
ality disorders, and it should be noted that 
there were no psychotic disorders in the 
group (Table 2). Approximately half of 
the group had been in therapy for less than 
6 months, and the average length of time 
since the patient last saw his therapist was 
21 months. None of the patients felt they 
had “changed” in a meaningful way; how- 
ever, 43% of the patients admitted they 
had been “helped” (Question 3 of the pa- 
tients’ questionnaire). All of the patients 
felt they had been discharged from therapy 
too soon (Table 3). Less than half felt 
that therapy was centered about “under- 
standing” themselves, and none of them felt 
that it was centered about helping them 
“express difficult problems” (Table 4). 
Three: of the patients stated they did not 
know what treatment was about. 

All except one patient made voluntary 
comments. These generally described a 
negative relationship: 

About? 


Statement of Success 
(Physician: Patient) 


“Understanding yourself” ....................-- 
“Family or social problems”. .................-. 48% 


“Helping you express difficult problems?” . .. 39% 
“Sexual or problems in marriage” .............. 33% 
“Relatives in treatment with someone else?”’._. 10% 
7% 


-- —+ 


+? -? 


43% 76% No answer 

29% 1% 57% No answer 2% 
0% W% 43% No answer 33% 
4% 30% 14% No answer 22% 
4% 6% 18% No answer 

29% 0% 14% No answer 
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* Items in Questions 7 of patient questionnaire were not exclusive and therefore do not add to 100%. 
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Tasie 5.—/mportant Change and Being Helped by Psychotherapy 


Statement of Success 
(Physician: Patient) 


Do you feel you changed as a result of your 
treatment in an important way? 


Do you feel that you were helped by your 
therapist? 


“I feel I was abandoned by the psychiatrist when 
I needed help—(he was) inexperienced.” “We 
did not receive help for which we came—We did 
not achieve understanding of our son’s problem.” 
“Is there such a thier as an_ understanding 
therapist? I sure woud like to meet one.” “My 
psychiatrist dealt with me coldly and objectively 
as another case.” “I quit because I couldn't find 
much to say. I don’t think I’ve changed, I'm 
sorry to say.” 

The percentage of patients who stated 
they felt the therapist liked them and they 
liked their therapist dropped in comparison 
with the successful group (almost absolute) 
to 71% (Table 6). 

Groups in Which Physicians and Patients 
Disagreed with Regard to Outcome of Psy- 
chotherapy.—Physicians: “Unsuccessful”; 


Patients: “Successful” (— +): The next- 
to-largest group consisted of 17 patients 
whom physicians judged they had unsuc- 
cessfully treated but who felt they had been 


successfully treated. The breakdown of 
diagnostic groups shows a somewhat wider 
spread of diagnoses than in the previous, 
“successful” group, with a lower percentage 
of neurotic disorders and a greater per- 
centage of psychotic disorders (Table 2). 
Eighty-one per cent had been in therapy 
for more than 6 months, and the average 
length of time since the last contact was 
19 months (Table 3). This group is partic- 
ularly interesting because of what appears 
to be a conservative attitude on the part of 
the physician, where clearly 75% of the 
patients felt they had “changed” in a 
meaningful way and all of the patients felt 
they had been “helped” by the psychother- 
apy (compare ++ group with —+ group 
in Table 5). 

Most of the patients felt that psycho- 
therapy was centered about understanding 
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themselves, like the “successful” group 
(compare —+ group with ++ group in 
Table 4). Sixty-three per cent of the pa- 
tients made comments which in general 
were like those of the “successful” group, 
but here the physicians’ statements of what 
the outstanding difficulty had been are com- 
pared with the patients’ comments. 

. Patient: “Very significant changes have taken 
place in my life emotionally since I was treated.” 
Doctor: “Needs long-term therapy; severely 
traumatized, rejected; forms dependent attach- 
ments to women, loss leads to panic.” 

. Patient: “Gratitude for help that enabled and 
encouraged me to strive for happier and more 
useful life.” 

Doctor: “Besides the inherent difficulty in treat- 

ing (a psychosomatic disease), patient had a con- 
stellation of attitudes which posed a considerable 
difficulty in countertransference.” 

. Patient: “Was depressed and mixed up. Grate- 
ful to Clinic and doctor who helped me.” 
Doctor: “Extreme passive-dependent, inadequate 
personality—severely trying reality factors.” 

. Patient: “Received kindness and help; if other 
patients had to work as hard as I did, they'd 
be cured too, just as quickly.” 

Doctor: “Undifferentiated schizophrenic: Be- 

came more psychotic when therapist offered more 
contact.” 

5. Patient: “A marvelous result was obtained in 
my case. Kindness and understanding can produce 
miracles.” 

Doctor: “Secondary organic brain damage. No 

capacity for insight or introspection; massive 

denial of illness—untreatable further.” 

Some comments by the patients indicated 
that they were in conflict over the answer 
to the success question. 

6. Patient: “Psychiatrist should work with families 
of psychiatric patients.” 

Doctor: “Married to inadequate ambivalent man; 

depression after each pregnancy; has to over- 
compensate for hostility to mother and father.” 
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83% 0% 15% 4% Still in 45% 
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8% 43% 100% 2% 415% 
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7. Patient: “Wrong of doctor not to visit me (in 
a tuberculosis sanatorium). Now I'm happy 
because I have a 4-month-old baby.” 

Doctor: Untreatable. Severe immaturity re- 
action-extreme ambivalence to mother (dead).” 

. Patient: “Barrier between therapist and myself; 
help was superficial” (received help elsewhere). 
Doctor: “Unreconcilable negative transference 
(my own inexperience). Intense hostile masculine 
protest.” 

. Patient: “Basic course of cyclic physical illness 
has not yet been determined or eliminated—it 
recurred later.” 
Doctor: “Difficulty forming relationship— 
character disorder—had little change on once-a- 
week therapy and seems to continue acting out 
her problems.” 


Ninety-four per cent of the patients said 
they liked their therapists, and 100% of 
the patients felt that the therapist liked 
them (compare this group, —+, with the 
“successful” group, ++, Table 6). 

Physicians: “Successful”; Patients: 
“Unsuccessful” (+—): The previous 
group is in great contrast to the group of 
seven in which the physicians felt the treat- 
ment had been successful but the patients 
did not. Diagnostically, there was a greater 
proportion of neurotic disorders and a 
smaller percentage of psychotic and person- 
ality disorders than in the previous group 
(Table 2). While all these patients had 
been in treatment for more than six months, 
the last contact with the therapist was com- 
paratively recent (Table 3). 

Fifty-seven per cent of this group felt 
they had been discharged from therapy too 
soon; and as a group they felt they had not 
changed, they had not been helped (Table 5). 
Another difference is with regard to what 
therapy was centered about. The largest 
percentage of these patients (57%) felt 


therapy was concerned with family and 
social problems rather than with under- 
standing themselves, as in the groups of pa- 
tients who considered the therapy successful 
(Table 4). Only 579% liked their therapist, 
and the same percentage felt the therapist 
liked them (Table 6). Eighty-six per cent 
made comments which were generally nega- 
tive. The doctors’ statements as to what the 
predominate change had been in these “suc- 


cessful” patients are compared. 

1. Patient: “I pray to God that you have more and 
quicker success with other unfortunate crea- 
tures.” 

Doctor: “Improved—social advances—back to 
work” (listed as intensive therapy). 

. Patient (Complains of slowness of treatment) : 

“Wife is not interviewed as well as husband. 
English and Pearson seem to use the interview 
of both husband and wife. 
Doctor: “Greater capacity to cope with an ag- 
gressive and hostile wife—improved vocational 
adjustment—greater understanding of his role 
in psychogenesis of difficulty with wife and 
son.” 

. Patient: “I 
beneficial.” 
Doctor : “Meaningful personality change” (listed 
as intensive therapy) 

. Patient: “Our sessions were discontinued until 
further notice by the Clinic at a time when I 
can make strides understanding myself.” 
Doctor: “Improved work adjustment” (listed 
as intensive therapy). 

. Patient: “My discontinuing therapy was un- 
wise. I do feel I was making progress with 
therapy and ask you not to close my case.” 
Doctor: “Relief of symptoms—improved work 
ability” (listed as intensive therapy). 

Patient: “Should be able to choose therapist— 
unfair to push on a person whom someone 
doesn’t care to see.” 

Doctor: “Dependent, passive—job functioning 
better, expressing anger openly and more ap- 
propriately—preparing to marry.” 


feel further treatment would be 


TaBLe 6—Outcome of Therapy as Related to Attitude Toward Therapists 


Statement of Success 
(Physician: Patient) 


Did you like your therapist? 


Do you feel he (she) liked you? 


Do you consider that your treatment has been 
successful? 
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100% 71% 87% Still in 72% : 
; Yes Yes Yes Yes psycho- Yes 
therapy 
95% 71% 100% 57% 4% 
: Yes Yes Yes Yes Yes 
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Partial Disagreement.—Physician: “Suc- 
cessful”; Patient; “Don’t Know” (+ ?): 
The four patients in this group were all 
continuing in psychotherapy with their 
physicians and correctly felt they should 
not have been sent a questionnaire at that 
time. 

Physician: “Unsuccessful”; Patient: 
“Don’t Know” (—?): This group, of 11 
patients, were largely neurotic disorders 
but included a comparatively high percent- 
age of psychotic disorders and a low per- 
centage of personality disorders (Table 2). 
In this group 82% received psychotherapy 
for more than six months. The average 
length of time since the last contact with 
the therapist was nine months (Table 3), 
and 55% felt they had been discharged 
from therapy too soon. Only 45% of this 
group felt that they had changed in an im- 
portant way or had been helped. Most of 
the patients felt that therapy was centered 
about understanding themselves or helping 
them express difficult problems; however, 
almost half did not feel that their therapist 
liked them, and 78% made comments, most 
of which were long, rambling, and fre- 
quently bizarre. 

1. Patient (cut number off questionnaire): I have 
removed it (number) because of asking not to 
sign it is just as bad stupid because you know 
who is giving the answers” (could be identified 
only as having been sent a questionnaire from 
the “unsuccessful” list). 

. Patient: “i feel i can never be cured but i don't 
know i am sure talking to someone can never 
do me much good it will take more than hav- 
ing Doctor sit and look at me they offer no 
help.” 

Doctor: “Ambulatory schizophrenic who had 

some improvement, but it was very limited.” 

Patient: “On termination I was left with too 

many unanswered questions in my mind—why 

was I discharged when I was really goofy? 

Doctor: “Untreatable.” 

Patient: “Class hours conflicted with thera- 

pist’s—through a series of misunderstandings 

caused by me we never got together again.” 

Doctor: “Untreatability—psychopathic charac- 

ter—could never understand his goals, needs, 

etc.—treatment seemed to be” (because it was 
cheap). 
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5. Patient: “I have moments of insanity whereby 
I indulge myself in games of chance to my 
material detriment.” 

Doctor: “Rigid character defenses—untreatable 
—may have been schizoid—openly paranoid at 
times.” 

6. Patient: “I quit because of work. If I would 

have gone longer, it would have been more 
successful.” 
Doctor: “Late adolescent boy who is extremely 
immature and narcissistic. Little ability to tol- 
erate inner conflict and tends to act out vio- 
lently. Difficulty with work schedules.” 

. Patient (describes continuing pain): “Too 

many people know nothing about therapy and 
think it’s a picnic.” 
Doctor: “Neurotic woman . . . suspicious of 
underlying schizophrenia; surface hysterical re- 
action to sexual conflict with conversion in 
form of severe backache.” 


. Patient: “Partially (successful).” 
Doctor: “Probably countertransference diffi- 
culties—severe anxiety reaction in a man who 
has been in and out of treatment frequently.” 


Comment 


Successful therapy of patients in a clinic 
of a general hospital was studied by use of 
independent sets of questionnaires from 
(1) psychiatrists having different levels of 
experience and (2) patients with a broad 
spectrum of clinical diagnoses. The criteria 
for success were often stated explicitly by 
the physicians, often implicitly by the pa- 
tient. The “successful” group (++), by 
far the largest of the groups, was selected 
by consensus of doctors and patients and 
represents doctors and patients satisfied 
with the work done. 


Agreement between doctor and _ patient 
was high (49 agreed; 24 disagreed, the 
“don’t knows” being left out). The 
x’ is 9.39, or the likelihood that this chance 
is <0.01. 

More specifically, successful therapy was 
reported by patients who felt their thera- 
peutic experience was centered about under- 
standing themselves or expressing difficult 
problems, and who felt the doctor-patient 
relationship was positive. Unsuccessful 
therapy was associated with deficiency of 
these factors. Diagnosis, duration of ther- 
apy, and time since the last contact with 


Vol. 1, Aug., 1959 


| 


OUTCOME OF PSYCHOTHERAPY—QUESTIONNAIRE 


the physician varied considerably and did 
not seem to bear as directly on outcome as 
the doctor-patient relationship, the focus of 
therapy, and premature discharge from 
therapy. 

The attitude of the physician toward the 
“successfully treated” patient appeared to 
be represented by patient-focused interest. 
The length of statements, care in describing 
the patient’s difficulty, and concern over 
adequately wording the adjustment which 
the patient attained (despite the lack of 
space on the form) documented this patient 
interest. Added to this, the therapist was 
able to recall the names of these patients, 
in spite of many patients he had seen in the 
interim and the years which had intervened. 
However, in the case of the “unsuccessfully 
treated” patient, the physician’s statements 
were terse, technical, and defensive, the 
physician generally attributing the failure 
to the patient’s incapacity for treatment 
rather than to his own attitude. It can be 
seen that he tended to “play down” his 
failures by forgetting the names of the 
unsuccessfully treated, although consciously 


he wanted to participate in the study. This 
understandable human failing is perhaps as 
indicative of what went on between the 
doctor and the patient as are the comments 
by both in the case in which the name was 
not repressed. 


In the “successful group” the patient 
responded in warm, grateful, or construc- 
tive terms, reflecting the physician’s in- 
terest, investment, and orientation to reality. 
In the “unsuccessful group,” the patient 
retorted with negative and critical com- 
ments, indicating that the patient recognized 
the relationship and hence therapy was un- 
successful. 

But the largest group of “unsuccessfully 
treated patients” (physicians’ judgments) 
remembered by the physicians were patients 
who felt they had been successfully treated 
(—-+). Here the patients’ response to the 
questionnaire and the comments were strik- 
ingly similar to those in the “successful” 
group. However, in no case in this group 
did the physician feel that there had been a 
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meaningful change, and in no case was “in- 
tensive psychotherapy” used, whereas in the 
“successful group” 68% had been treated 
by either “intensive” or “mixed” therapy. 
The physicians’ comments include some 
feelings at times (“my inexperience,” or 
“posed a considerable problem in counter- 
transference”) which betray an under- 
standing and interest in the patient, 
although often cast in the negative, in 
terms of the relationship, difficult history, 
physical environment, diagnosis, or symp- 
toms. It seems pertinent that, even though 
the physician worked with patients who 
could respond to therapy to a greater de- 
gree than he had recognized initially, as 
was evidenced by the Question 2 of the 
physician’s questionnaire, his wish is to 
work with young patients with whom he 
can identify, who have the capacity to 
change, and who do not have “too rigid 
character defenses” (Question 8 of the 
questionnaire). Nevertheless, patients who 
do not present optimal therapeutic oppor- 
tunity are dealt with by the clinic psychi- 
atrists, and, judging from the results of 
the (— +) “unsuccessful-successful” group, 
the patients in this group do experience 
help, even though the physicians do not 
experience gratification. These patients 
without exception “liked” their therapists 
or felt that they were “liked” by them. It 
can be categorically pointed out that in no 
case in the study was therapy considered to 
be successful by the patient where this was 
not the case. 

But what of those instances in which 
the patient felt that he had been unsuccess- 
fully treated, and yet he “liked” the thera- 
pist or felt the therapist “liked” him? In 
the group of patients who agreed with their 
physicians that they had been unsuccess- 
fully treated (——), all felt they had been 
discharged from therapy too soon, which is 
a suggestion of failure on the therapists’ 
part to recognize the patients’ expectations 
of being helped. Further, the patient in 
this group did not feel therapy was focused 
on “understanding himself” or helping him 
“express difficult problems,” as in the suc- 
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cessful group (Table 4), but a significant 
number felt therapy was focused on topics 
other than himself. 

This is also indicated in the group (+ —) 
in which the physician felt the patient had 
been successfully treated but the patient did 
not: There was a higher percentage of 
patients than in the “successful groups” 
(patients’ judgments) who felt they had 
been discharged too soon, and who felt that 
therapy was focused about subjects other 
than helping him to understand himself. 
Yet another factor seems apparent. Here 
are the patients who have most recently 
been discharged from therapy, all of whom 
have been in therapy for more than six 
months, in contrast to the unsuccessful 
group (——). Although the patient may 
have been experiencing unresolved transfer- 
ence feelings, the comments indicate that 
the patients felt either that there had been 
no progress or that their physicians had not 
understood or liked them. This cannot be 
determined from this study. 

- The “unsuccessful-don’t know” 


group represented the greatest percentage 


of patients who stated they did not think 
their therapists “liked” them, and yet they 
liked their therapists. Despite the bizarre 
content of some of the comments, more than 
half of the group felt they had been dis- 
charged from therapy too soon. Eighty-two 
per cent of this group had been in therapy 
for more than six months, and one-third 
had had more than one therapist. This 
was the most difficult of the patient groups 
to treat and represented the poorest results. 
The physicians’ statements are pessimistic, 
and tinged with hopelessness, and indicate 
withdrawal of interest, except in Case 6, 
an adolescent boy, and Case 8, in which the 
therapist attributes some of the trouble to 
countertransference difficulties. In these 
two instances the patients indicate that 
treatment was partially successful. 

The interest of the physician in helping 
the patient understand himself and express 
difficult problems seems necessary for the 
successful outcome of psychotherapy. Al- 
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though the therapist’s focus is on under- 
standing, the patient may perceive this as 
kindness or acceptance, as well as interest 
in his problem. Such communications ap- 
parently did take place (—+), despite the 
therapist’s lack of gratification in terms of 
altering the personality or completely elimi- 
nating symptoms. The more traditional 
models of “intensive therapy” or “working 
through,” seen in the successful (++) 
group, account for the gratification of the 
therapist. When change is absent, gratifi- 
cation is lacking, despite the fact that the 
psychotherapy has acted as a “catalytic 
agent in the natural drive toward restora- 
tion of a functioning equilibrium.” It is 
apparent that the therapist’s interest in the 
patient is the sine qua non of the success- 
ful psychiatrist, although the framework 
within which he feels he must function 
as the agent of change provides the gratifi- 
cation. 

No claim is made that all patients can be 
treated successfully, nor is it intended that 
because we have observed some of the 
factors involved in success and the lack of 
it, we can necessarily correct the outcome. 
However, it does seem necessary that the 
“interest” of the therapist be taken into 
account when patients are selected, and its 
absence be recognized in the treatment of 
some of the unsuccessful group. Whatever 
the eventual resolution of this problem, the 
attitude of the therapist is important to in- 
sure that the patient continue to search for 
a solution to his problem. 


Summary 


Patients with a broad spectrum of psy- 
chiatric diagnoses agreed with their physi- 
cians on the outcome of psychotherapy to 
a significant extent. 

The major disagreement was in the group 
of patients whom the physicians considered 
to have been unsuccessfully treated: The 
largest group of these patients felt they 
had been successfully treated and generally 
answered the questionnaire in the same 
manner as the “successful group.” 
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Successful therapy occurred for patients 
who felt it was centered about expressing 
difficult problems or understanding them- 
selves, when doctor-patient relationship was 
positive in the eyes of the patients. 

Absence of patient-focused interest by the 
doctor (lack of understanding or interest, 
premature termination, negative doctor-pa- 
tient relationship) as viewed by the patient 
was associated with unsuccessful psycho- 
therapy. 

Ability of the physician to recognize inap- 
propriate responses in himself and to con- 
tinue therapy in difficult and unrewarding 
cases permitted the patient to consider him- 
self “successfully treated,” or partially so. 

Patients who were assigned to multiple 
therapists fell into an unsuccessful group 
of patients who tended not to know what 
therapy was about and not to know what 
the outcome was. 


3000 Connecticut Ave. N. 
DC 


W., Washington 8, 
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A Symptom Rating Scale for Use with Psychotic 


Patients 


RICHARD L. JENKINS, M.D.; JAMES STAUFFACHER, Ph.D., and RUPORT HESTER, Ph.D., 


Washington, D. C. 


Currently the recognition of psychotic 
illness and the recognition of improvement 
or recovery from such illness depend pri- 
marily upon ascertaining the presence or 
absence of psychotic signs and symptoms. 
When we began a project (Veterans Ad- 
ministration Psychiatric Evaluation Project) 
involving evaluation of the effectiveness of 
the treatment of psychotic patients in 12 
Veterans Adminstration neuropsychiatric 
hospitals, we felt the need for techniques 
which would make it possible to describe 
the symptoms of patients in some standard 
form, to describe change quantitatively, and 
to make possible prognostic groupings of 
patients on the basis of their symptoms. 
Nothing worthy of respect can be accomp- 
lished in such a venture without scales or 
other devices with which different raters can 
secure a satisfactory level of agreement or 
reliability. lor these purposes a psychotic 
symptom, no matter how interesting, is of 
no use as an indicator unless a number of 
raters can reach reasonable agreement on its 
absence or its presence and/or degree. 

Previous work was reviewed, and items 
presumably useful for these purposes were 
selected. In particular, the Multidimensional 
Seale for Rating Psychotic Patients, Hos- 
pital Form,’ by Maurice Lorr was used as 
a starting point. Factor analyses of the 
Multidimensional Scale by Lorr had revealed 
a number of factors. For a variety of 
reasons, of which economy was one, it 
seemed desirable to scale these factors di- 
rectly. There was, however, a recognized 
risk that meanings would suffer loss in the 
process, because of the inaccuracies of lan- 
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guage, the differences between raters in their 
use of concepts, and the arbitrary process of 
naming factors. It was therefore decided 
to follow each scale with a series of check- 
list items which might aid the rater in 
conceptualizing the dimension of mental 
functioning or behavior represented by the 
scale, to serve as secondary indicators of 
the presence or absence of the scaled char- 
acteristic. The directions for rating included 
the instruction that the check-list items were 
to be checked (and scored) only if the 
“parent” factor was considered to be present 
to some degree. 

The original draft of the Symptom Rating 
Scale, or SRS, was subjected to a good 
deal of preliminary trial and revision. A 
two-week workshop was then held at Vet- 
erans Administration Hospital, Montrose, 
N. Y., in February, 1956. This workshop 
was attended by Dr. David Levine, VAH, 
Lyons, N. J.; Dr. Robert Walker, VAH, 
Brockton, Mass., and by Drs. Jacob Cohen 
and Harold Wilensky, of VAH, Montrose, 
as well as by members of the project head- 
quarters staff. At this workshop, Dr. James 
Stauffacher acted as chairman, and Drs. 
Levine, Walker, Cohen, and Wilensky took 
turns in interviewing neuropsychiatric pa- 
tients and independently rated each patient 
at the end of the interview. When a reason 
for lack of consistent ratings could be 
determined (e. g., different definitions of 
the characteristic being rated, lack of uni- 
form landmarks for the various scale points, 
etc.), the scale was referred to one member 
of the workshop for revision. This revision 
sometimes involved the substitution of two 
or three scales for one scale. Many items 
were dropped because repeated revision 
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failed to result in consistent ratings. Many 
other items were substantially revised, by 
changing the wording, the format, or defi- 
nition of scale points. 

After the Montrose workshop, the three 
hospitals represented ( Brockton, Lyons, and 
Montrose) carried out pilot studies for six 
weeks or more. This trial included the ad- 
ministration of the Symptom Rating Scale 
to newly admitted patients, to patients being 
discharged, and to patients on the continued- 
treatment service. 

These experiences served to sharpen def- 
initions, to reduce ambiguities, and to intro- 
duce new items descriptive of patients. The 
result was a rather voluminous schedule of 
43 multiple-choice and 213 check-list items 
—256 items in all. 

A workshop was held at the VA Hospital 
at Jefferson Barracks, Mo., July 16-26, 
1956, primarily to obtain reliability data for 
a selective shortening of the Symptom 
Rating Scale. In all, 52 patients were 
interviewed and rated by 13 raters.* Twelve 


of these raters were the persons who were 


later to be responsible for making these 
ratings at the 12 participating hospitals, and 
the 13th was the alternate rater at the host 
hospital. 

Each participant took his turn interview- 
ing a patient before the entire group and 
interviewed four different patients during 
the course of the workshop. At the comple- 
tion of an interview the participant who 
had interviewed the last patient was given 
the opportunity to ask a few questions to 
cover any gaps which he felt had been left. 

* We gratefully express our indebtedness to Drs. 
Robert Walker, VAH, Brockton, Mass.; Hiram L. 
Gordon, VAH, Fort Lyon, Colo.; Vito R. Buzzota 
and Henry Peters, VAH, Jefferson Barracks, Mo. ; 
David Levine, VAH, Lyons, N. J.; Gloria J. 
Fischer, VAH, Marion, Ind.; Jacob Cohen, VAH, 
Montrose, N. Y.; Leonard P. Ullmann, VAH, 
Palo Alto, Calif.; Earl G. Guyer, VAH, Roanoke, 
Va.; William E. Morris, VAH, Salisbury, N. C.; 
Robert B. Ellsworth, VAH, Fort Douglas Station, 
Salt Lake City; Esther C. Toms, VAH, St. Cloud, 
Minn., and John Lubach, VAH, Topeka, Kan., and 
the manager and staff of VAH, Jefferson Barracks, 
for their assistance during this conference. 
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The total period of interview typically lasted 
40 or 50 minutes. Ratings were made in- 
dependently by each rater as soon as the 
patient left the conference room. 

A wide range of patients was interviewed 
during this workshop. A sample of new 
admissions of different symptom patterns 
was examined, and a considerable number 
of continued-treatment patients were also 
seen. All patients interviewed were diag- 
nosed as having functional psychoses. They 
included acutely disturbed patients, suspi- 
cious patients, confused patients, disorgan- 
ized patients, “flattened-out” long-term 
schizophrenics, and patients who apparently 
had almost completely recovered from their 
psychoses. 

The ratings on the first 13 patients were 
used as training experience in that as soon 
as the ratings on any patient were completed, 
a show of hands was used to indicate where 
the rater had placed each patient on each 
trait. This gave each rater an indication 
of where he deviated from the majority 
opinion. After these comparisons had been 
completed on a patient, the two or three 
items that caused the most difficulty were 
discussed, to determine, if possible, the 
causes for the differences in the ratings. 
After the ratings on the first 13 patients had 
been completed, there was no discussion 
of the ratings, although for the second 13 
patients the various points on the scales 
at which patients were rated were indicated 
by a show of hands. Many ratings had to 
be made on the basis of an interview only 
partially audible to many of the raters. Such 
difficulties might be expected to reduce 
artificially the reliability of the ratings on 
soft-spoken patients. Unquestionably, more 
information could have been obtained in a 
private interview. 

For purposes of estimating the reliability 
of the ratings, a cutting point was established 
for each scale, and ratings below the cutting 
point were classified as low, or L, ratings, 
while ratings above the cutting point were 
classified as high, or H, ratings. In a 
number of instances two cutting points were 
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compared, and that selected was the one 
giving the higher reliability, as determined 
by the value of the quantity Q, to be de- 
scribed. In each instance one of the cutting 
points tried was supplied by Dr. Robert 
Ellsworth, of VAH, Fort Douglas Station, 
Salt Lake City, who secured a consensus 
of members of the psychiatric staff as to the 
cutting point which, in their opinion, re- 
flected a beginning psychopathology. Re- 
liability data were calculated on all of the 
256 items, and those regarded as the more 
useful for our purposes were selected. The 
result was a revision of our Symptom Rating 
Scale. The present form is included as an 


Scale Items * 


appendix. It contains 20 scales and 46 
check-list items. This sheet is numbered 
to facilitate I. B. M. punching. 

In order to assess reliability of the scales, 
a new index, Q, was developed. The fol- 
lowing situation may be considered. A series 
of patients has been rated by several raters 
independently. Suppose we select two 
raters, A and B. If we wanted to predict 
the rating assigned by Rater A on a par- 
ticular scale, and knowing the rating as- 
signed by Rater B, would we do better by 
predicting the rating Rater A assigned to 
the patient, or would we do better by pre- 
dicting that B’s rating will fall in the most 


Item No. Cc L H U 


Is the patient withdrawn? 


09 2-3 1,326 
Is the patient evasive or guarded? 
4 2-3 1,252 S47 80 


17 23 1,162 999 


23 2-3 745 1,399 

Is the patient disoriented? 

27 1-2 1,496 814 

Does the patient show disorganization of thinking? 

2-3 1,031 1,097 58 
Does the patient show bizarre postures or movements? 

43 2-3 1,992 237 

Does the patient report hallucinatory voices? 

46 1-2 1,529 382 166 
Is there suspicion? 

47 2-3 1,271 547 193 
Does the patient manifest evidence of depression? 

49 1-2 1,129 670 1 
Does the patient report feelings of depression? 

51 1-2 1,789 436) 

Is the patient apathetic? 

53 2-3 950 R18 

Is there a pathological memory deficit? 

57 1-2 ou4 652 215 


1-2 796 906 
ous the patient report feelings of anxiety or apprehension? 
61 1-2 1,475 376 85 
Does the patient complain about his physical health? 
63 1-2 1,264 759 71 


4 2-3 916 S41 lll 
How well defined are the patient's posthospital goals? 
65 1-2 463 1,404 136 


1-2 443 1,398 126 
Does he give evidence of excessive hostility? 
1-2 1,092 751 


Characterize the degree to which the patient cooperates in responding in the interview. 


Characterize the degree to which the patient manifests positive emotional involvement in the interview (rapport). 


= the patient manifest physical symptoms of anxiety or apprehension? 


Compared with the average person, is he lacking in motivation toward some goal or goals in life? 


How well defined are patient's goals concerning the course of his hospitalization” 


Fourfold Subsequent 
Point Median 
Dd Q r r 


308 031 0.76 0.75 


695 0.08 0.39 0.70 


413 031 0.68 0.72 


490 0.19 0.60 0.76 
264 0.26 0.78 
38s 0.33 0.62 0.75 
295 0.05 0.59 0.77 
497 0.05 0.77 1.0 
563 0.10 0.48 0.85 
774 O11 0.38 0.73 
wy 0.10 0.63 0.86 
806 0.16 0.37 0.61 
713 O11 0.38 0.75 


872 0.14 0.32 0.55 
63s 0.02 0.36 0.79 
450 0.21 0.62 0.89 


706 0.19 0.43 0.71 
481 0.09 0.57 0.74 
07 0.05 0.49 0.71 
731 0.15 0.42 0.81 


Jenkins et al. 


* C=scale values between which cutting point was placed; L, number of pairs of raters agreeing that the symptom is absent; H, 
number of pairs of raters agreeing that the symptom is present; U, number of pairs of raters agreeing that the symptom is unratable; 
D, number of pairs of raters disagreeing; Q, reduction in error of estimate. 
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frequently used scale region, considering 
all patients and all raters? Obviously, if a 
scale is reliable, the ratings of the two 
raters will generally fall within the same 
scale region. The value Q represents the 
extent to which the error of our estimate of 
the rating of the second rater is reduced 
if we assume the second rater will make 
the same rating as the first rater, rather 
than if we predict that his rating will always 
fall in the more frequently used category. 
O differs from most correlation indices in 
that it takes into account the extent to which 
the item is useful in discriminating between 
patients, as well as the interrater agreement 
of the item. The numerical value of Q 
ranges from +0.5 to —0.5. The value of 
20 would behave more like the usual index, 
since it would range from +1 to —1. 

Taking m as the number of regular raters 
(12) and m as the number of patients (39), 
the value Q has been calculated by the 
formula 


whichever is smaller.} 

Reliability information concerning the 
scales is included in the Table. In preparing 
this Table, the ratings on the first 13 pa- 
tients were discarded, and those on the 
remaining 39 patients were used. Every 
one of the 12 regular raters was paired with 
every other rater (66 pairings) on each of 
39 patients on each item. In the Table the 
entry in the column headed C indicates the 
scale values between which the cutting point 
was placed. The entry in Column L in- 
dicates the number of pairs of raters agree- 
ing that a patient fell below the cutting point. 
The entry in the column headed H indicates 
the number of pairs of raters agreeing that 
a patient fell above the cutting point. The 
entry in the column headed U indicates the 
number of pairs of raters agreeing that a 
patient was unratable. 


+ Readers who are particularly interested in Dr. 
Hester's derivation of this formula or in the reli- 
ability data on all items, including those discarded, 
may secure them from the Veterans Administration 


Psychiatric Evaluation Project, 2650 Wisconsin 
Ave., N. W., Washington 7, D. C. 
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In the Table, Q has been calculated by the 
equation, simply ignoring the effect of “un- 
ratable.” The formula was derived to fit 
the situation in which there are no un- 
ratables, and Q is somewhat artifically de- 
pressed by the fact that unratables 
contribute to D, but not to 2L or to 2H. 

The value of Q may be depressed, either 
because the agreement between raters is poor 
or because there are few cases on one side 
of the scale-cutting point or few entries of 
a check-list item. In the latter case the 
scale or item contributes little total informa- 
tion. All scales with a Q value of 0.10 or 
above were retained, and six scales with 
positive Q values below this point were also 
retained because they were considered im- 
portant psychiatrically. The general show- 
ing of the check-list items was much poorer 
than that of the scales. The fact that many 
of them were checked infrequently con- 
tributed to this. Of the originial 213 check- 
list items, 43 were selected for retention, 
but few of them showed very favorable Q 
values. It may be that their greatest value 
is in contributing to the rater’s definition 
of certain of the scales. While we believe 
that for our purposes Q is a more useful 
value than the more conventional coefficient 
of reliability, we included a fourfold point r 
for those readers who may prefer these more 
conventional indices. 

In interpreting results of the Jefferson 
Barracks study, we must consider certain 
problems. (a) The group-rating situation 
employed at Jefferson Barracks was dif- 
ferent from the individual situation, to be 
employed later. Raters, other than the inter- 
viewer, were not in a position to raise the 
questions which they felt to be important 
and which they believed had not been dealt 
with adequately. In some cases, raters could 
not always hear what was being said. All 
this, one might assume, would depress re- 
liability. (b) On the other hand, all raters 
were responding to the same situation. This 
factor might tend to keep interrater agree- 
ment artificially high as compared with the 
situation to be employed in the project, in 
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which each rater would rate on the basis 
of his own interview. Certainly, such a 
result could be expected if raters differ 
widely in interviewing ability. 

It should be noted that an acceptable de- 
gree of reliability does not necessarily mean 
that in an absolute sense our 12 raters 
agreed very well in their estimates of scale- 
level placement of a particular patient. The 
most striking example was in the scale on 
excessive hostility, in which, although they 
agreed well on the relative position of pa- 
tients, some raters rather consistently found 
more patients to be excessively hostile than 
did other raters. 

In a further check on the reliability of 
our scales, each of our 12 raters was asked 
to rate 20 patients with his alternate. Re- 
placements of two raters and of two alter- 
nates resulted in a total of 16 pairs of 
ratings. Product-moment coefficients of 
correlation were calculated for each pair 
for each scale, usually on 20 patients, and 
in no case on less than 13 patients. The 
median value of r for each scale is entered 
in the last column of the Table. We ascribe 
the fact that these values are higher than 
those obtained at Jefferson Barracks chiefly 
to the more fzvorable circumstances for 
hearing and observing the patient by two 
raters together than by 12 raters assembled 
together. 

Our experience with the SRS to date is a 
favorable one. We believe it reflects sig- 
nificant changes in patients more econom- 
ically than do the other devices for rating 
psychotic symptoms with which we are ac- 
quainted. A careful interview is required 
for any symptom rating. It has been our 
experience that useful ratings can be made 
on this sheet by psychiatrists, by clinical 
psychologists, and by social workers ex- 
perienced in interviewing psychotic patients. 
We have found a number of the scales prog- 
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nostically useful for indicating which pa- 
tients are likely to be out of the hospital 
within six months and which are unlikely 
to be out. These scales may be used to 
stratify patients as to prognosis. For 
example, the following items have been 
found in our study to contribute to a favor- 
able prognosis for release within six months : 
cooperation in interview, positive emotional 
involvement in interview, report of feelings 
of anxiety, and complaints about physical 
health. On the other hand, the following 
entries are unfavorable for the prospects of 
return to the community within six months: 
withdrawal, disorganization of thinking, 
apathy and lack of motivation toward some 
goal or goals in life. It is of interest that the 
symptoms of favorable prognostic import 
relate to the patient’s willingness or capac- 
ity to communicate with the interviewer, 
whereas those of unfavorable prognostic 
import relate to lack of communication or 
to the patient’s lack of motivation. 


Summary 


A symptom rating scale for recording 
certain symptoms of psychotic patients is 
presented, together with the history of its 
development. In addition to its usefulness 
as an indicator of the presence, kind, and 
degree of psychopathology, a number of 
scales have been demonstrated to have prog- 
nostic significance. 

Data are presented concerning the reli- 
ability of the scales when they were used, 
after a very brief mutual training, by a 
group of clinical psychologists experienced 
in contacts with psychotic patients. 

Veterans Administration Hospital, 2650 Wiscon- 


sin Ave., N. W. 
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SYMPTOM RATING SHEET 
(Revised September, 1956) 


INSTRUCTIONS FOR RATING 

ON EACH SCALE, CHECK THE POINT WHICH, IN YOUR JUDGMENT, MOST CLOSELY FITS THE 
PATIENT. IF YOUR CHECK IS TOTALLY NEGATIVE (ABSENCE OF PATHOLOGICAL SYMPTOMS) PASS 
ON TO THE NEXT SCALE. IF YOUR RATING IS AT ALL POSITIVE, CHECK ANY OF THE SYMPTOMS 
LISTED WHICH THE PATIENT SHOWS. 

When rating on the basis of interviews, the patient should be rated on the condition shown 
during the interviews only. For example, to rate on mood and feelings, find out how he has 
felt since the interview began. Doubts should be resolved in the direction of normality. Rate 
only thos:- symptoms which in your opinion are sufficiently clear that they would be accepted 
by a majority of raters. It may be that your clinical hunches about the patient actually give 
a more accurate picture, but this information may best be sacrificed in the interest of reliability. 

When comparative terms are used or implied (“excessively,” “unduly”), the population 
to use as a frame of reference is the normal population of the same age and sex as the patient, 
not a psychiatric population (except as noted). 

If you consider a patient unratable on a scale, circle the U at the right. 


NAME OF PATIENT TYPE OF THERAPY 


NUMBER DosAGE 


TIME OF LAST TREATMENT OR MEDICATION 


Hosprrat 


DATE OF RATING TREATMENT OR MEDICATION BEGAN 


DATE ADMITTED 


WAS THE PATIENT INTOXICATED WHEN 
INTERVIEWED ? 

RATER 
No- SoMEWHAT MARKEDLY - 


TIME INTERVIEW BEGAN 


Is THE PATIENT WITHDRAWN ? 
Not at all Slightly —Moderately Severely * 
2 3 4 
Reports he stays by himself 
Says he avoids people 
Difficult or impossible to reach (irrelevant, unresponsive, abstracted) 
Inappropriate or stereotyped responses 


* Reserve for patients who show no response to questioning 
Is THE PATIENT EVASIVE OR GUARDED? 
14 ___Not at all ___Somewhat Moderate * ____ Extremely ** 
| 2 4 


5. Discusses certain topics reluctantly and/or resentfully 
16 - Gives partial or incomplete answers 
1 


* Definite difficulty in obtaining information is encountered 
** Impossible to elicit any information from this patient 
CHARACTERIZE THE DEGREE TO WHICH THE PATIENT COOPERATES IN RESPONDING IN THE INTER- 
VIEW. 
17 Completely - =Preponderantly —___To some degree ____Not at all U 
2 3 4 
18 Reluctant to discuss certain topics 
19 Does not volunteer answers or expand on them spontaneously 
20 Is openly hostile to the examiner 
21 ____Evades direct and/or complete replies by tangential response, asking questions, plead 
ing lack of comprehension or recall 
____Out of contact 
1 
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CHARACTERIZE THE DEGREE TO WHICH THE PATIENT MANIFESTS POSITIVE EMOTIONAL IN- 
VOLVEMENT WITH THE INTERVIEWER (Rapport). 


23 ____Completely _____ Preponderantly To some degree ____Not at all U 
1 > 


24 Autistic 

25 Reserved 

26 ___Out of contact 
1 


Is THE PATIENT DISORIENTED ? 
27 —___Not at all ____Partly —____Severely 
1 2 3 


28 ____Disoriented in place 
29 ____Disoriented in time 
1 


Does THE PATIENT SHOW DISORGANIZATION OF THINKING? 
30 —____Not at all ____Slight * ____Moderate ____Severe ** U 
1 2 3 4 


31 ____Vagueness 

32 ____Very poor judgment 

33 ___Irrelevant speech 

34 Rambling speech 

35 ____Tangential speech 

36 ____ Poverty of thought 

7 ____Confusion 

38 ____Seems out of contact 

39 ____Incoherent speech 

40 ____Incongruity of thought and feeling 
41 ____Implausible or bizarre delusions 


e. 


Bizarre somatic ideation 


* Although ordinarily nonpsychotic patients will not be rated above 
will also be used for mild psychotic thought disturbances. 

** Reserve “severe” for patients whose thought disturbance is so severe as to make com- 
munication with them extremely difficult. 


“slight,” this category 


DoES THE PATIENT SHOW BIZARRE POSTURES OR MOVEMENTS ? 


43 ____None _____Occasionally ____ Frequently ____Constantly 
1 2 3 4 


44 ___ Mannerisms 
45 ___ Silly giggling or inappropriate laughter 
1 


Does THE PATIENT REPORT HALLUCINATORY VOICES ? 


46 ____None ____Rarely * Occasionally ** 


Frequently *** U 
2 


3 
* Indicate * ‘rarely” if patient reports hallucinations at some time since start of episode lead- 
ing to present hospitalization but hallucinations on not more than one day of past week. 
** Indicate “occasionally” if patient reports hallucinations from two to five days of past week 
*** Indicate “frequently” if patient reports hallucinations on six or seven days of the past 
week. 
Ignore intensity of frequency of hallucinations on any one day of making these ratings 


Is THERE SUSPICION ? 


47 ____None ____ Suspicious ____Clearly morbid suspicion Paranoid delusions U 
1 2 3 4 


48 ___ Believes (without adequate reason) that others are hostile to him 


Dors THE PATIENT MANIFEST EVIDENCE OF DEPRESSION ? 
49 None Mild Moderate * Severe ** U 
1 2 4 


50 __Retardation of thought 
1 
* To reach this level of intensity, the depression must interfere with the patient's activities 
** To reach this level of intensity, depression must almost eliminate normal activities or 
present high risk of suicidal behavior 
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Dors THE PATIENT REPORT FEELINGS OF DEPRESSION ? 
51 ___None ____ Mild _Moderate * Severe ** U 
1 2 4 


3 
52 Reports crying spells or tearfulness 


1 
* To reach this level, feelings of depression must color most of the waking hours to an un- 
comfortable degree. He may occasionally think life not worth living. 
** To reach this level of depressive feelings, patient must report that as a result, he does not 
feel that life is worth living most of the time. 


Is THE PATIENT APATHETIC ? 


53 ___Not at all ____Slightly ____ Moderately ____ Severely U 
2 4 

54 Lack of responsiveness 

55 ___Flat voice 

56 ___Flatness of affect, lack of emotional reaction 


Is THERE A PATHOLOGICAL MEMORY DEFICIT? * 

57 __._Not at all Somewhat —_ Severe U 
1 2 


*Ignore reports of temporary lacunae related to head injury, drunkenness (or alcoholic 
“binges” ), drugs, or EST (or other specific therapy) in making this rating. 
Does THE PATIENT MANIFEST PHYSICAL SYMPTOMS OF ANXIETY OR APPREHENSION ? 
58 ____ Not more than average ____More than average ___ Severe * ____ Panic ** U 
2 4 


1 2 
59 ____Fidgeting (squirming, tapping, pacing, nail biting, etc.) 
60 Worried expression or apprehensive manner 


1 
*To reach this level, the anxiety must be severe enough to interfere with the patient's 
activity. 

** To reach this level, the anxiety must reach paralyzing proportions amounting to a severe 
panic state. 
Does THE PATIENT REPORT FEELINGS OF ANXIETY OR APPREHENSION ? 
61 more than average More than average Severe ___ Panic U 
4 


62 _. “Nervousness” 
l 
Dors THE PATIENT HAVE COMPLAINTS ABOUT HIS PHYSICAL HEALTH ? * 
63 ____None ____One ____ Several ____Many U 
? 3 4 


1 2 
* The gap between one and several is deliberate. We want to distinguish between the mono- 
symptomatic patient, who pins all this troubles on one symptom, and the patient who gives two 


or more distinct symptoms 
COMPARED WITH THE AVERAGE PERSON, IS HE LACKING IN MOTIVATION TOWARD SOME GOAL OR 


GOALS IN LIFE? 
64 Not at all ___ Mildly - Moderately ____ Severely U 
? 4 


How WELL DEFINED ARE THE PATIENT'S POST-HOSPITAL GOALS ? 
65 No goals Vague, generalized goals ____ Specific goals l 
1 2 3 

How WELL DEFINED ARE PATIENT'S GOALS CONCERNING THE COURSE OF HIS 


HOSPITALIZATION 


66 No goals Vague, generalized goals ____ Specific goals l 
>? 
= 
2 68 Wants discharge now 
Doers HE GIVE EVIDENCE OF EXCESSIVE HOSTILITY ? 
69 Not at all Slightly ____ Moderately ____Severely * U 
2 3 4 
70 Covert hostility revealed in derogatory attitude, snide remarks, edged, disparaging humor 
71 __._ Expresses resentment over situations 


1 
* This degree should be reserved for extreme cases only. It should be indicated only when 
patient is extremely obsessed with bitterness and resentment or acts out his hostility in destruc- 
tive assaultive behavior. 


For PUNCHING ONLY (do not check). 
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Episodic Behavioral Disorders—Schizophrenia or 


Epilepsy 
RUSSELL R. MONROE, M.D., New Orleans 


There is a group of psychiatric patients 
with normal electroencephalograms who 
demonstrate paroxysmal, hypersynchronous 
electroencephalographic activity after activa- 
tion with a-chloralose. Such electroencephalo- 
graphic activity in itself would be suggestive 
of epilepsy. However, the patient’s pre- 
dominant symptomatology and _ behavioral 
patterns suggest functional psychiatric 
disorders, such as impulsive sociopathic be- 
havior, catatonic schizophrenia, acute undif- 
ferentiated schizophrenia, catathymic crisis, 
or hysterical dissociation states. Although 
the psychiatric symptomatology predomi- 
nates, there may also occur such epileptic 
manifestations as generalized seizures, au- 
tomatisms, and complex psychical seizures. 
This mixture of symptoms suggests a diag- 
nostic group intermediate between schizo- 
phrenia and epilepsy—disorders which are 
usually considered qualitatively different. 

On the basis of clinical observation, such 
a grouping has often been suggested in the 
literature. A recent review of such reports 
was included in the article by Rodin et al. 
In another recent article, Ervin et al.? re- 
port that a group of psychiatrists, psychol- 
ogists, and neurologists investigating patients 
with temporal lobe spikes found such a 
high incidence of episodic behavioral dis- 
turbances of a visceral, perceptual, affective, 
or ideational nature that the diagnosis of 
schizophrenia was made in 80% of the group 
and other psychiatric diagnoses in the re- 
maining 20%. These observations confirmed 
the work of a number of other investigators 

Submitted for publication Sept. 9, 1958. 

Associate Professor of Psychiatry, Tulane Uni- 
versity School of Medicine 

Presented in part at a meeting of the Southern 
Psychiatric Association, Miami, Fla., October, 1957. 


who had reported similar behavioral dis- 
turbances in patients diagnosed as having 
temporal lobe epilepsy. Nevertheless, it has 
been our experience that many patients 
whose symptoms are such as to suggest this 
intermediate diagnostic category fail to show 
electroencephalographic abnormalities on 
routine testing. There is, however, increas- 
ing neurophysiologic evidence that there can 
be subcortical paroxysmal hypersynchronous 
activity not reflected on the cortex which 
does markedly alter behavior.** In fact, 
subcortical abnormalities were found by 
Heath and classic schizo- 
phrenic patients. As a part of the continua- 
tion study of this original multidisciplinary 
research project on schizophrenia at Tu- 
lane University, we became interested in 
electroencephalographic activating proce- 
dures which might potentiate such sub- 
cortical abnormalities so that they would 
be reflected on the cortex, hence picked up 
by routine scalp recordings. 


associates in 


Bercel’s® report that activating psycho- 
motor epileptic patients with a-chloralose 
sometimes elicited a psychotic reaction sug- 
gested this drug as a possible activating 
agent for potentiating these subcortical ab- 
normalities. Studies by my colleagues and 
myself ** confirmed the previous reports 
of Bercel and others that a-chloralose 
activated abnormalities in epileptics and 
brain-lesion patients. As predicted, we also 
found that there was a high incidence of 
abnormalities activated in patients diagnosed 
as having “functional” disorders, particu- 
larly of an episodic nature.’ In another 
report, we pointed out that at the height of 
the electroencephalographic activation, 24 of 
48 psychiatric patients showed behavioral 
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changes which were similar to their spon- 
taneous psychotic episodes.* Although final 
evaluation of a-chloralose as an activator 
must await larger statistical studies on both 
psychotic and normal populations, it would 
seem that the effect of this drug is to bring 
out an inherent potential for hypersynchro- 
nous central nervous system activity. It 
rarely induces convulsions and, at least 
within a wide dose range of 100 to 1,000 
mg., will not induce similar hypersynchro- 
nous activity in normals, although such 
toxic effects as drowsiness, confusion, and 
ataxia are observed; therefore, unlike 
pentylenetetrazol U. S. P. (Metrazol) activa- 
tion, it is unnecessary to determine “con- 
vulsive threshold.” 


TABLE 1.—Diagnostic Impressions of Twenty 
Chloralose Activated Patients 


19 
Soclopathic 17 


Sexual 
Adjustment reaction adolescent 
Papehomoter 
Dissociative reaction. 
Psychotic depression.......... 
Acute brain syndrome... 


Total number diagnostic possibilities considered 52 


This paper is a descriptive clinical report 
of 20 patients who had repeated normal or 
borderline electroencephalograms, but who 
showed definite activation with e-chloralose. 
The activation technique and the electro- 
encephalographic patterns have previously 
been All of the patients had 
extensive anamnestic data and_ prolonged 
Tables 1 and 2 sum- 
marize these data. Nineteen of the twenty 


described.? 
clinical observations. 


were diagnosed as schizophrenic at some 
time during the course of their illness. How- 
ever, the diagnostic confusion is apparent, 
inasmuch as 52 diagnostic possibilities were 
The next 
commonest diagnostic consideration was that 
In only five 
instances was it suggested that the dis- 


suggested for the 20 patients. 


of “sociopathic personality.” 
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turbance was an organic reaction, either 
an acute brain syndrome or psychomotor 
epilepsy. The psychiatric illnesses in this 
group were also characterized by epi- 
sodic exacerbations, 6 patients having had 
a total of 16 previous psychiatric admissions, 
while 8 others had previously been hos- 
pitalized on other services with notations 
indicating dramatic behavioral disturbances. 
Only 6 of the 20 patients were in the hos- 
pital for the first time, but 4 of these had 
had previous behavioral disturbances _re- 
quiring medical or psychiatric care. Symp- 
toms suggestive of epilepsy were reported in 
9 of the 20 cases; but these symptoms were 
infrequent, and in only 5 cases were the 
seizures typically grand mal or automatism. 
In all 20 patients the basic personality struc- 
ture was considered to deviate significantly 
from the norm, with 10 considered schizoid, 
5 paranoid, and the others either immature 
or sociopathic. 

Table 2 indicates that the predominant 
symptom was the acting out of aggressive 
and depressive impulses, often leading to 
severe suicidal attempts. 
Other impulsive acting out was also promi- 
particularly of a sexual nature. 


homicidal or 


nent, 


TaBLe 2.—Clinical Summary 


Base-line EEG (20 pts.) 


17 
3 
Psychiatric symptoms (20 pts.) 
19 
19 
10 
Impulsive acting out_- 15 
Disorientation or amnesia 13 
‘ 
Symptoms suggestive of epilepsy (9 of 20 pts.) 
6 
History of previous episodic behavioral disturbances 
(18 of 20 pts.) 
Psychiatric hospitalizations — 16 admissions... _... 6 
Other hospitalization with behavioral disturbances. s 
Episodic behavioral disturbance not requiring 
Abnormal personality (20 pts.) 
10 
5 
Other (immature, sociopathic) ...............-.----- 5 


Vol. 1, Aug., 


At 10 
| 


EPISODIC BEHAVIORAL DISORDERS 


A smaller number showed depersonalization, 
hallucinations, and delusions; but 18 of the 
patients had at least one of these symptoms 
to such a degree that the diagnosis of 
schizophrenia was preferred. In one other 
instance the affective disturbance was so 
marked that a similar diagnosis was felt 
justified. Thus, in only 1 casé out of the 
20 was the diagnosis of schizophrenia not 
entertained. Although the behavioral dis- 
turbances were often accompanied by dis- 
orientation or partial amnesia, the episodes 
were so prolonged and clouding of senso- 
rium so slight that the examining psychi- 
atrists considered a diagnosis of organic 
brain syndrome or epilepsy a possibility in 
only five instances, and invariably discarded 
this for a “functional” diagnosis. 

Six of the patients are discussed in detail 
below. These patients are reported descrip- 
tively rather than dynamically to illustrate 
the diagnostic confusion that arises, as well 
as the admixture of epileptic and functional 
symptomatology. Dynamic evaluation of 
similar patients has previously been re- 
ported." 

Patient 1—A 27-year-old, attractive divorcée, 
a musician, was found by the police wandering 
about the streets in a dazed and confused condition. 
Although superficially cooperative and ingratiating, 
she appeared preoccupied, stared vacantly at the 
wall, and showed extreme motor underactivity and 
a suggestion of waxy flexibility. There was con- 
siderable retardation in answering simple questions 
or in carrying out commands, The facial expression 
suggested bewilderment and distress. She appeared 
to be hallucinating, although, on direct questioning, 
she at first denied this. Occasionally, there was a 
rapid change in her facial expression, both de- 
pression and anger being noted. However, the emo- 
tional reaction was usually inappropriate to the 
thought content. Verbalizations were either vague 
or incoherent, suggesting blocked thought processes. 
At times she perseverated. She was disoriented for 
the day of the month, but not as to place and 
situation. Although obviously of superior intel- 
ligence, she was too preoccupied to perform even 
the simplest problems. However, she understood 
that she must be “nervous” and in need of help. 
On the wards, the patient had to be told to eat, 
go to bed, get dressed, etc., but was obliging when 
ordered to do so. She later admitted to both 
auditory hallucinations and persecutory ideas. 
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This woman was the only child of a professional, 
but impoverished, family, who repeatedly empha- 
sized that she has always been “odd.” She adopted 
a rather haughty, condescending air in dealing with 
others. She rejected her parents and they her, 
but she accepted her parents’ ambitious goal that 
she become a musician. From then on, the focus 
of her life was the cello. As she apparently had 
considerable talent, she ultimately left home to 
continue her studies. During these student days, 
at the age of 19, she married another musician of 
superior ability, who was 20 years her senior. The 
two, for a short time, made a good marital ad- 
justment, although they were isolated from the rest 
of the community, openly saying that they were 
defending themselves against persecution by jealous 
colleagues. At first she rejected motherhood, but 
two years after marriage a planned pregnancy re- 
sulted in her first, and only, child. The patient 
then developed a close attachment to another female 
musician, while becoming caustic and derogatory 
toward her husband. Shortly thereafter, she and 
her girl friend impulsively picked up and left with 
their cellos and respective children. Subsequently, 
the two girls traveled around the country, openly 
proclaiming their homosexuality. They had difficulty 
in maintaining any sustained employment because 
of their bizarre relationship, despite the fact that 
both were exceptional musicians. Ultimately, the 
two returned to their original starting point, ex- 
hausted and unhappy with their homosexual affair 
In this relationship, the patient had been playing 
the strong, masculine, aggressive role. 

It was shortly after this that the patient first 
showed overt psychotic behavior. She became more 
restless and irritable, and began talking in a bizarre 
way about her desire to find a man for “breeding” 
purposes in that she might have many 
illegitimate children. She became physically abusive 
toward her homosexual partner. These episodes 
were followed by “staring spells” and incoherent 
speech. The patient finally ran away, trying to 
escape imagined persecutors. At this time, she was 
found on the street and brought to the hospital 
for psychiatric care. 

Physical and neurological 
completely negative, as were all routine laboratory 
studies. Three electroencephalograms were normal, 
although one showed “an increase in beta activity 
over the normal expectation for age.” With 500 


order 


examinations were 


mg. of a-chloralose, there was a gradual increase 
of theta activity, first appearing, and always re- 
maining maximal, in the frontal region. As the 
activation progressed, there was continued slowing, 
until generalized high-amplitude delta-theta activity 
appeared. At the height of the drug reaction, she 
was particularly isolated, withdrawn, and groggy, 
staring off into space, obviously aware of her 
surroundings, but refusing to cooperate for mental 
examination or other procedures. 
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This patient had a typical history of an 
acute schizophrenic reaction superimposed 
on a paranoid personality. In this instance, 
there was a borderline base-line EEG, but 
definite activation with e-chloralose, max- 
imal in the frontal region. The only pos- 
sible epileptic manifestation the 
symptom described by her homosexual 
partner as “staring spells,” accompanied by 
incoherent speech. As was typical of many 
of these patients, she showed aggressive 
homicidal tendencies. 

Patient 2.—This 16-year-old, single Negro girl, 
six weeks before admission, sustained a minor in- 
jury to her head, which was followed that evening 
by a generalized twitching of the extremities, but no 
loss of consciousness. Three weeks later she “fell 
and struck her head.” Subsequently, she had four 
seizures a night, which were described in the record 
as follows: There was an aura of itching on the 
back of the head, accompanied by irritability, in- 
tolerance of noises, and demands that her mother 
move various objects from the room because the 
patient was afraid she would destroy them. Sud- 
denly, she would stop talking and begin to have im- 
mediate clonic movements of all extremities, with 
loss of consciousness. There were chewing motions, 
but no tongue biting. This was followed by several 
hours of disorientation and confusion. She was 
admitted to the neurology wards for diagnostic 
work-up, which revealed no signs or symptoms. 
Immediately upon discharge, she began hearing 
voices which told her to beat, choke, and kill her 
mother, accompanied by a compulsion to obey these 
voices. These frightening hallucinations preceded 
a convulsion, as described above. During the inter- 
vals between attacks, the patient reported to her 
mother an urge to bite, and an impulse to kill, 
her younger brother. 

When seen in the hospital admitting room, the 
patient was sitting quietly, obviously preoccupied, 
talking to herself. There was a sullen expression on 
her face, but otherwise no emotional display except 
when responding to hallucinations, when she ap- 
peared terror-stricken, pulling her clothes over her 
head as Although and 
superficially cooperative, she was remote and with- 
drawn, answering questions, if at all, only after a 
noticeable pause and with absolutely no inflection. 
She seldom moved, and when she did so, move- 
ments were considerably retarded. As nearly as 
could be ascertained, she was oriented in all spheres. 
Ward observations revealed catatonic posturing, 
lasting two to three hours, followed by hyperac- 
tivity requiring restraints. Many times the hal- 
lucinations were of an accusatory nature. 
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This girl was born to an impoverished Negro 
family, the oldest of six children. She was con- 
sidered odd by the family, friends, and, in fact, 
by herself, saying: “I’ve always been different.” 
She remained isolated from parents and siblings 
and was excessively modest, as well as particularly 
stubborn. Although a good student, she had no 
outside interests or friends. Even at an early age 
she apparently showed psychotic behavior, as a 
teacher sent notes home that the patient’s “nervous- 
ness” was disturbing the class. She was reported 
to have dressed bizarrely, and at other times in- 
appropriately performed stunts to gain attention. 
At 13, she was allegedly raped, after which she 
seemed dazed and preoccupied. For three months 
she remained completely isolated. The patient 
described persistent feelings of unreality and de- 
personalization during this period. 

Physical and neurological examinations were 
completely negative. Routine laboratory studies and 
skull films were also within normal limits. Several 
EEGs, both waking and sleeping, were normal. 
Chloralose activation showed theta activity, appear- 
ing principally in the parietal and occipital regions, 
bilaterally, later spreading to the frontal and 
temporal areas. Subsequently, short, sharp positive 
and negative spikes appeared maximally in the 
parietal and occipital regions on the background of 
theta activity. At the start of the activating pro- 
cedure, the patient cooperated with the EEG tech- 
nicians, but was otherwise mute and resistive. At 
the height of the EEG activation, she would no 
longer cooperate at all, and at one time tried to 
choke herself. Two hours later she was rhythmically 
rolling her head and was completely unresponsive 
to pain stimuli. After 2 grains (120 mg.) of pheno- 
barbital sodium I. V., she immediately “awakened,” 
sat up in bed, and talked with the physician 

Again, we have a patient with a typically 
acute schizophrenic reaction who has shown 
markedly schizoid traits and primary schizo- 
phrenic symptoms since early childhood. 
However, the acute symptoms developed 
concurrently with atypical generalized sei- 
zures. The first openly psychotic or sec- 
ondary symptoms appeared as prodromal 
or as amas to these generalized motor at- 
tacks. Repeated EEGs were normal, al- 
though definite abnormalities were elicited 
by chloralose activation. Again, in this 
patient, the outstanding hallucinatory and 
delusional content was of an aggressive, 
homicidal nature, as is so often seen in this 
particular group. 

Patient 3.—This 27-year-old housewife was 


admitted to the hospital for diagnostic evaluation 
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of “spells,” described as follows: The attacks were 
preceded by mounting irritability, hypochondriasis, 
and severe occipital headaches. As they progressed, 
there would be a withdrawal and lack of emotional 
response, accompanied by a blank, vacant stare, 
with sudden outbursts of rage and destructiveness, 
directed toward her husband, children, or herself. 
In fact, on two occasions she made serious suicidal 
and homicidal attempts. Accompanying these spells 
were visual hallucinations of her children cringing 
in fear, or, at other times, auditory hallucinations 
of her mother, husband, and children calling her 
bad names and admonishing her for her angry be- 
havior. At the height of the episode she would 
break up furniture, tear off her clothes, or grab 
at her hair “to get the snakes out of it.” She 
often expressed ideas of persecution and showed 
pathological jealousy. These episodes were ac- 
companied by varying degrees of confusion and 
disorientation. She usually claimed complete am- 
nesia, but detailed questioning revealed that there 
was always some hazy recollection, and at times 
full recall. Following her attacks there would be 
a period of depression and remorse. The spells 
lasted for a few hours to several months and were 
severe enough on six occasions to require hos- 
pitalization or temporary incarceration in jail. 
While hospitalized, she had received electrocon- 
vulsive therapy and subcoma insulin. During the 
intervals between attacks, the patient was hostile 
and irritable, constantly taunting her husband about 
past mistakes and suspiciously accusing him of 
extramarital affairs, whereas she herself was oc- 
casionally unfaithful. There were constant hypo- 
chondriacal complaints and anxieties, which led to 
frequent visits to her doctor and several hospitaliza- 
tions, with twe laparotomies. 

The patient was the oldest of five children, the 
others being boys, born to a family of low economic 
and social status. The emotional climate of the 
home was unstable, as the father was the affection- 
ate one, although, at the same time, an irresponsible 
alcoholic philanderer. On the other hand, the 
mother, who supported the family, was excessively 
restrictive and punitive toward the children par- 
ticularly her only daughter. 

The patient said that she had always felt “dif- 
ferent and confused.” She was shy, isolated, quick- 
tempered, belligerent, and rebellious, while fearful 
of independence. She had numerous phobias, par- 
ticularly concerning darkness and fire. The latter 
had a realistic basis, since, at the age of 3 years, 
she had sustained severe third-degree burns over a 
large part of her body and face, requiring repeated 
plastic surgical operations, which left her face 
scarred and distorted. Relationships with peers and 
family were superficial until she met her husband. 
Although excessively dependent upon him, ditficul- 
ties arose immediately after her marriage because 
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of her irritable, suspicious behavior. Sexual ad- 
justment was poor, coitus painful and nonorgastic. 
Her pregnancies were accompanied by aggressive 
outbursts and emotional instability. 

Physical and neurological examinations within 
the hospital were noncontributory, as were routine 
laboratory studies. The  electroencephalogram 
showed occasional short runs of 6- to 7-per-second 
activity, being read as a generalized, slightly slow 
record with a small build-up on hyperventilation, 
followed by an immediate return to normal. How- 
ever, with activation by 500 mg. of a-chloralose, 
there developed paroxysmal high-amplitude theta 
and delta activity, most frequently generalized, but 
maximal in the frontal area, with amplitudes some- 
what greater on the left. Before the drug was 
given, the patient was perfectly cooperative and 
rational, being in one of her stabler periods. As 
the activation developed, she first became depressed, 
expressed numerous self-derogatory ideas, and 
described feelings of depersonalization, similar to 
the ones she had when a “spell” was coming on. 
This was followed by diffuse rage, at which time 
she attempted to tear up her clothes and the bed 
linen. Shortly after, she began to have hallucinations 
of her children and husband, who were telling her 
to be good. Although appearing confused, when 
questioned, she was still completely oriented. Later, 
she became so agitated that restraints were neces- 
sary. She now began screaming “Where am |?” 
and was no longer oriented, misinterpreting her 
surroundings as a hospital in a distant city. At 
this time, there was more depression and less rage. 


This patient represents a problem in dif- 


ferential diagnosis of schizophrenia and 
complex psychical seizures. If em- 
phasizes the sudden onset and sudden disap- 
pearance of these episodes, the disorientation, 
the amnesia, the automatic or repetitive 


one 


movements which were sometimes seen, and 
the borderline EEG, one comes to the con- 
clusion that this was an epileptic disorder. 
On the other hand, if one emphasizes the 
rather pronounced interictal behavioral dis- 
turbances, the complex hallucinatory ex- 
periences, and the length of the attacks, one 
is more inclined to make the diagnosis of 
schizophrenia. This patient was subsequently 
studied with depth electrodes and has been 
reported in detail in a number of previous 
publications.**** These depth studies indi- 
cate that, despite the absence of paroxysmal 
hypersynchronous activity in cortical record- 
ings, disturbed behavior was accompanied 
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by increase of such activity in rhinencephalic 
structures.® 

Patient 4.—This 36-year-old white man was 
brought to the hospital with total amnesia. Papers 
on his person revealed that a sister lived locally. 
She came and identified the patient, but he did not 
acknowledge her. Although he had been drinking, 
he did not appear intoxicated and showed enough 
insight to understand that he must have some prob- 
lems requiring hospitalization and care. He was 
tidy in his personal appearance, seemed anxious 
and perplexed, but on the surface was cooperative. 
There was no disturbance in his motor activity 
or coordination. His stream of thought and mental 
activity were normal except for the amnesia. There 
was no inappropriateness of affect. He denied feel- 
ings of unreality, depression, or hallucinations, and 
his memory since “awakening” was unimpaired. 
Upon further questioning, certain memories of the 
lost period did come back, such as a red building 
and some numbers which seemed to have a personal 
significance for him. 

Background information was provided by the 
sister, who stated that previously he had had two 
similar episodes, requiring hospitalization, respec- 
tively, of three and five months’ duration. The one 
that she knew about occurred during his military 
service and was followed by a medical discharge 
with a diagnosis of dissociative reaction, chronic, 
severe. The sister stated that she had seen the pa- 
tient two days before his present admission to the 
hospital, when he cashed his paycheck, paid some 
back debts, and left her home, allegedly to go to 
the airport to meet a friend. 

As far as the sister knew, his birth and early 
development were normal. However, he was a dis- 
obedient and rebellious child, excessively jealous 
of siblings, and, despite superior intelligence and 
opportunities, he discontinued his education during 
his first year of college. Since then he had not been 
seen much by the family, as he never stayed long 
in one place and, for an extended period, was 
overseas in the military service. He had married 
11 years previously but was subsequently divorced, 
as he never adequately supported his wife and 
daughter. Although the patient had been steadily 
employed for a month prior to this episode, he had 
been drinking heavily and spending money ex- 
cessively. Under (Amytal) sodium, 
his memory gradually returned. It was found that 
nothing particularly significant had happened during 
the amnesic interval. However, directly preceding 
this, he had been in frequent conflicts with his 
wife, who refused a reconciliation. As he was still 


amobarbital 


emotionally dependent upon her, this was upsetting 
to him. Both she and the courts were pressing him 
for money, which he was unable to provide because 
he was spending it on a new girl friend and alcohol. 
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Physical and neurological examinations were 
negative, as were routine laboratory studies, in- 
cluding electroencephalography. However activation 
with 500 mg. of a-chloralose induced bilateral 
frontal spike-and-slow-wave activity, both of a 
random and of a paroxysmal nature. Later in the 
activation procedure, these discharges extended to 
the parietal and temporal regions bilaterally. In 
this instance, there were no behavioral changes 
accompanying the activation. 

As far as is known, this man has shown 
no bizarreness in his behavior, during either 
the amnesic episodes or the free intervals; 
hence, the possibility of schizophrenia was 
not entertained. However, the patient’s 
clinical history is included in this report to 
illustrate what might be considered a typ- 
ically functional amnesic episode. Before 
EEG activation, the differential diagnosis 
lay between a dissociative neurotic reaction 
and malingering, as it was noted that the 
patient was a particularly inadequate person, 
shirking responsibility, who at the moment 
was under considerable pressure, both from 
his wife and from the court, to assume 
alimony payments. The question arises: 
Should this be considered an epileptic mani- 
festation, or a “functional” disorder—in this 


instance, a neurotic dissociative reaction ? 


Patient 5.—A 22-year-old, recently married 
woman was brought to the outpatient department 
because she had been found on the fire escape of 
her apartment in a dazed and confused state. It 
was assumed that she was contemplating suicide. 
When seen by the psychiatrist, she was oriented in 
all spheres, in contact with her surroundings, but 
very agitated and depressed. Initially, she was pre- 
occupied with imagined infidelity on the part of her 
husband. She claimed complete amnesia for the 
fire-escape episode. The husband reported that dur- 
ing the past few months the patient had had six 
acute episodes of agitation and depression, accom- 
panied by aggressive or suicidal acting out. She 
would attack him, pound him, bite him, and tear 
off his clothes, or, on other occasions, wander off, 
to be found sitting on the water front or strolling 
in the tougher parts of town. On repeated question- 
ing, she admitted to definite feelings of deperson- 
alization and unreality during these episodes, as 
well as occasional vague hallucinations. Because of 
the danger of harm to herself and others, she was 
hospitalized, but was discharged three days later, 
at her insistence. In the meantime, she denied the 
amnesia that she claimed previously and now gave 
minute details of experiences that occurred during 
the episode which precipitated hospitalization. 
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Superficially, her past history would have been 
considered normal. However, over the course of 
therapy it became known that during the first 
several years of life she had suffered from a severe 
gastrointestinal disorder, diagnosed as sprue. After 
this, she developed several severe phobic reactions. 
In early childhood she was demanding and coercive 
with her parents, objecting to their drinking, 
smoking, or going out and leaving her. They were 
indulgent and overprotective of her, often giving 
in to her whims. She never had any close friends, 
but a wide circle of social acquaintances. She pre- 
ferred the company of boys, and, being an attractive 
girl of upper class, she was popular throughout 
adolescence and college. In early adolescence, she 
went through a sexually uninhibited period, fol- 
lowed by a prudish reaction formation, which 
continued to the time of her marriage. Up to the 
time that she started treatment, she had not been 
orgastic. 

The Rorschach protocol revealed that she was 
rather constricted in her emotional life, both in her 
reactions to the external world and in her own inner 
needs. There was evidence that she had rigidly 
to control her emotions, probably had numerous 
phobic fears, and was particularly disturbed in the 
area of sex and in relationship to her father. It 
was the examiner's opinion that the rigid defense 
system precluded a definite statement as to whether 
the underlying structure was neurotic or psychotic. 

She was seen three to five times a week over 
a period of two and one-half years in psycho- 
therapeutic sessions, using both free association and 
hypnosis. During this period, repeated similar epi- 
sodes were noted, sometimes accompanied by con- 
siderable amnesia, at other times by none at all. 
She would describe mounting irritabihty and de- 
pression, restlessness, 
delusions of her husband’s infidelity, and path- 


accompanied by increased 
ological jealously. She acted out a need to damage 
her husband physically, or masochistically to de- 
grade or destroy herself. Much of the acting out 
was of a sexual nature. Oral, or sometimes intra- 
muscular, amobarbital sodium was required to abort 
these attacks. 

She was tried on a number of other medications 
—first, reserpine, which, interestingly, at the level 
of 2 to 3 per day precipitated dramatic 
depersonalization and hallucinatory experiences. On 


mg. 


1 mg. of reserpine a day, the acting out was con- 
trolled, and associations were stimulated which 
revealed unconscious concepts that marriage de- 
graded and destroyed her. Later it brought out 
dreams reflecting early Oedipal fantasies. She was 
tried on a number of other medications, including 
diphenylhydantoin (Dilantin) trimethadione 
(Tridione), without definite effect, and was sub- 
sequently tried on meprobamate, which seemed most 
effective, particularly in aborting the mounting 
tension which led to the episodic attacks. 


Monroe 


The base-line EEG was normal. Twenty-five 
minutes after chloralose was given, there was a 
spontaneous burst of high-amplitude theta activity, 
maximal in the frontal and temporal leads bi- 
laterally. This progressed until there was high- 
amplitude mixed delta and theta activity throughout 
the record. At the height of the drug effect, she 
was agitated, crying, staring off into space, and 
attacks, 
saying: “I feel like I’m in a dream.” Although 
slow to respond, she was completely oriented as 
to time, place, and situation. 


describing feelings similar to previous 


This woman was seen during acute epi- 
sodes by three different psychiatrists, who 
independently made the diagnosis of an 
acute schizophrenic reaction. However, if 
one evaluates the total picture, it is seen that 
she descriptively falls in the hysteroid- 
epileptic group, which, with the present 
broadening concepts of schizophrenia, might 
be considered as such. Only a detailed fol- 
low-up over a number of years will reveal 
the correct diagnosis. Most of the episodic 
behavioral disturbances appeared to be a 
hysterical dissociation or an acute schizo- 
phrenic reaction, but at times the amnesia 
and disorientation was marked, and there 
would be repetitive motor behavior, as well 
as incoherent singsong speech symptoms, 
suggesting complex psychical seizures. 

Patient 6.—A 33-year-old single woman was 
seen by the psychiatrist who had been appointed 
to a “lunacy” commission to determine her ability 
to stand trial. Several weexs previously she had 
impulsively and bizarrely killed her lover. She had 
been living with this man for a number of months, 
but he had recently jilted her. After this desertion 
she returned to her parents’ home, where she re- 
mained sullen, quiet, and isolated, spending most 
of the day sitting by herself, staring out of the 
window. She filed numerous complaints against her 
paramour, saying that he was threatening to assault 
her or attempting to take away her car. Shortly 
before the offense, she consulted her lawyer and, 
in an rambled on about the 
problems of homosexuality. The day before the 
episode, she told her family: “God said it was 
all right to kill—I should kill that man because 
75% of all men should be killed for what they do 
to women.” Since being jilted, she had been aware 


incoherent manner, 


of periodic tension, accompanied by the impulse to 
commit the crime. In fact, she had developed 
elaborate rituals in her struggle to control the im- 
pulse. Similar feelings directed toward other men 
had occurred in the past. 
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In prison, she became periodically disturbed and 
assaultive toward the other inmates and toward her 
lawyer, family, and friends, expressing numerous 
paranoid referential ideas. She stopped eating and 
required hospitalization because of general debilita- 
tion. When seen by the psychiatrist, she was 
pleasant, friendly, and cooperative, but talked in 
a rambling, circumstantial manner about minutiae 
and irrelevant events. The productions were so 
vague and disorganized that it was almost impos- 
sible to elicit a coherent story. Paranoid trends 
were obvious in that she felt victimized by men 
in general, and by this one in particular. Gran- 
diosity was also apparent, as she said she had been 
delegated by God to commit the crime. 

She was born to an emotionally disturbed and 
socially inadequate couple. The patient never de- 
veloped a close attachment to either parents or 
siblings, always demonstrating irritable and ag- 
gressive attitudes toward the family. She had been 
hospitalized with tuberculosis, but, because of in- 
creased tension and anxiety, was released before 
the disease was fully arrested, to be followed on 
an outpatient basis. After this, she developed a 
number of hypochondriacal preoccupations and be- 
came even more isolated, feeling that she was 
contagious and unacceptable because of her previous 
illness, even when she was considered “cured.” 
She frequently changed jobs because of paranoid 
referential difficulties with fellow workers. She had 
numerous hypochondriacal complaints concerning 
her genital system, which led to frequent pelvic 
examinations. However, she showed little sexual 
interest and had had almost no coital experience 
During her adulthood, on two occasions she was 
seen in psychiatric clinics and was diagnosed as 
probably schizophrenic. She had been hospitalized 
on the psychiatric wards of a Veterans Hospital 
with a similar diagnosis one and one-half years 
before the present episode. 

Rorschach and TAT examinations indicated that 
this woman was capable of good reality contact. 
However, when under emotional stress, psychotic 
thinking became apparent. She appeared to be ex- 
tremely responsive tc emotional stimuli, reacting 
in an impulsive, uncontrolled manner, with some, 
but not enough, inteliectual control. It was the 
psychologist’s opinion that she was basically psy- 
chotic, but that at times she was able to muster 
sufficient resources to function in a limited manner 
until emotional stress led to disorganization. 

Except for debilitation, physical and neurological 
examinations were normal, as were routine labora- 
tory tests. An EEG recording was normal. How- 
ever, two hours after the administration of 500 
mg. of a-chloralose, the record showed moderate- 
voltage delta-theta activity in the temporal region 
bilaterally. Subsequently, there developed high- 


amplitude focal delta activity, occurring in par- 
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oxysmal bursts in the frontal areas bilaterally. 
This was accompanied by intense emotional in- 
stability, depression, and rage, with incoherent 
speech and paranoid delusional preoccupations. 
In this particular instance, the patient 
has shown both schizoid and paranoid char- 
acter traits since early childhood. As an 
adult, paranoid ideation gradually became 
more and more obvious, with the develop- 
ment of hypochondriacal, referential, perse- 
cutory, and, finally, grandiose delusions, 
which seriously interfered with her social 
adjustment. Superimposed on these symp- 
toms were episodic reactions accompanied 
by mounting tension, irritability, and homi- 
cidal suicidal which 
finally resulted in a successful homicidal 
attack, followed by an immediate relief of 
the tension. In this respect, her behavior 
was typical of the “catathymic crisis.” There 
was no evidence of epilepsy, and the base- 
line EEG was normal, only to show definite 
under 


preoccupations, 


focal and paroxysmal activation 


chloralose. 


Comment 


The fact that a large group of patients 
with a “functional” showed 
paroxysmal hypersynchronous activity after 
activation with a-chloralose is not surprising 
in view of the studies on schizophrenics with 


diagnosis 


chronically implanted subcortical electrodes, 
as reported by Heath,*° which revealed such 
activity in the anterior hippocampus, amyg- 
dala, and septal region. These studies indi- 
cate a gross correlation between the extent 
of the subcortical electrographic activity and 
psychotic symptoms, patients in remission 
showing little or no hypersynchronous ac- 
tivity, whereas with exacerbation patients 
show hypersynchronous activity of greater 
amplitude and longer duration. 

In view of the proved neurophysiologic 
connection of the septal, hippocampal, and 
amygdaloid regions, on the one hand, and 
the temporal pole, on the other,’ it is also 
not surprising that one sees clinically mix- 
tures of schizophrenic and psychomotor 
symptomatology. All of the patients with 
subcortically implanted electrodes who have 
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been given a-chloralose have shown cortical 
hypersynchronous activity. However, as 
reported in our previous studies, 4 of 31 
psychotic patients without subcortical elec- 
trodes showed no activation with «-chloral- 
ose, and & others showed generalized 
low-amplitude theta-delta activity, which we 
considered to be a pharmacologic toxic effect 
of the drug, and thus not a true activation.’ 
Why some psychotic patients show activa- 
tion and others do not remains a moot point. 
It is our clinical impression that those pa- 
tients who show episodic behavioral dis- 
turbances characterized by impulsive acting 
out, as illustrated by the six case histories 
described above, usually show generalized 
or focal hypersynchronous activity after 
activation. On the other hand, patients with 
an insidiously developing psychosis, chronic 
and persistent symptoms, rigid character 
defenses, lack of emotional responsivity, and 
minimal acting out do not show this activa- 
tion. Heath points out that patients with 
acute episodic behavioral disorders show 
more grossly abnormal electrograms in the 
septal, hippocampal, and amygdaloid regions 
during the acute episodes than do the patients 
with “classic” schizophrenia.* It is possible, 
then, that quantitative difference in the sub- 
cortical paroxysmal activity explains the 
success or failure of activation in psychotic 
patients. 

On the basis of these findings, the diag- 
nosis suggested by Rodin et al. differentiat- 
ing between a “symptomatic group” of 
schizophrenic reactions associated with 
“temporolimbic-system” dysfunction and an 
“idiopathic” group of schizophrenic reac- 
tions without temporolimbic-system dysfunc- 
tion could only (but not practically) be 
established by subcortical recordings, as it 
is likely that at least most schizophrenic 


patients have, to some degree, temporolimbic 
abnormalities which would not be suspected 
from routine electroencephalograms. How- 
ever, the fact that a large group of psychi- 
atric patients show enough central nervous 
system instability to be activated by a-chlo- 
ralose suggests that anticonvulsant or anti- 


Monroe 


epileptic drugs might be useful in their 
treatment. Our own experience with the 
drugs now available has thus far been dis- 
appointing. Evaluation of drug therapy in 
this particular group is complicated by the 
frequency of relatively prolonged spon- 
taneous remissions. The group as a whole 
seems to respond to one drug or another, but 
not consistently to any particular drug. We 
have tried diphenylhydantoin, phenobarbital, 
dextro amphetamine U. S. P., methylphenyl- 
ethylhydantoin (Mesantoin), mephobarbital 
N. F. (Mebaral), phenacemide (Phenurone), 
and trimethadione (Tridione) alone and in 
various combinations. The results have not 
been too convincing for a significant number 
of patients with any of these. In several 
patients amobarbital, particularly when given 
intramuscularly, has been effective. In 
others, meprobamate seemed helpful. Our 
best therapeutic results with these patients 
have been obtained when long-term psycho- 
therapy was used in conjunction with medi- 
cation. For example, three of this group 
whom I treated have shown dramatic and 
consistent improvement under this regimen. 
In one instance, this occurred after pro- 
longed supportive psychotherapy, the patient 
being seen from one to two hours a week for 
a period of one year; in another, with con- 
ventional psychoanalysis, and in a third, 
with a combination of insight therapy and 
hypnosis. Apparently, then, by inducing 
some psychological stability through support 
and/or insight, are lessened, 
thereby suggesting that this central nervous 
system instability is decreased. 


symptoms 


Summary 

Twenty hospitalized patients in whom 
a-chloralose activated cerebral paroxysmal 
hypersynchronous activity, even though re- 
peated base-line recordings were normal in 
17 and borderline in the other 3, were 
studied intensively, and 6 are reported in 
detail. Nine of the patients had infrequent 
symptoms suggestive of epilepsy, but the 
predominant symptomatology was that of an 
episodic behavioral disorder, severe enough 
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to be considered a manifestation of schizo- 
phrenia in 19 of the 20. 

Aside from the episodic nature of the 
disorder, with its acute onset and remission, 
the outstanding symptoms of these patients 
were the acting out of aggressive and de- 
pressive impulses with frequent homicidal 
and suicidal behavior, acting out of sexual 
impulses, emotional instability, and feelings 
of depersonalization or unreality. Hallucina- 
tions and delusions were frequent. 
Clouding of sensorium and memory im- 
pairment, although occurring, were minimal. 

At a descriptive level, the clinical symp- 
tomatology suggests a diagnostic category 
intermediate between epilepsy and schizo- 
phrenia, as has been suggested by others. 
The fact that a-chloralose elicits hyper- 
synchronous paroxysmal activity in this 
group lends credence to the possibility that 
there is a clinical continuum which its a 
reflection of a similar physiologic one. This 
suggests that the clinical manifestations of 
these supposedly qualitatively different dis- 
orders—ihat is, schizophrenia and epilepsy 
~are dependent upon the extent of the 


less 


hypersynchronous activity, as well as the 
neurophysiologic systems involved. A brief 
comment on our therapeutic experiences with 
this particular group is included. 


Department of Psychiatry, Tulane University 


School cf Medicine, 1430 Tulane Ave. (12). 


REFERENCES 


1. Rodin, E. A.; DeJong, R. N.; Waggoner, 
R. W., and Bagchi, E. K.: Relationships Between 
Certain Forms of Psychomotor Epilepsy and 
“Schizophrenia,” A. M. A. Arch. Neurol. & 
Psychiat. 77 :449-463 (May) 1957. 

2. Ervin, F.; Epstein, A. W., and King, H. E.: 
Behavior of Epileptic and Nonepileptic Patients 
with “Temporal Spikes,” A. M. A. Arch. Neurol. 
& Psychiat. 74 :488-497 (Nov.) 1955. 


110/214 


3. Heath. R. G.: Psychophysiology of Temporal 
Lobe Structures, presented at the 113th Annual 
Meeting of the American Psychiatric Association, 
Chicago, May 13-17, 1957. 

4. Monroe, R. R.; Heath, R. G.; Mickle, W. A., 
and Llewellyn, R.: Correlation of Rhinencephalic 
Electrograms with Behavior: A Study on Humans 
Under the Influence of LSD and Mescaline, Elec- 
troencephalog. & Clin. Neurophysiol. 9 :623-642 
(Nov.) 1957. 

5. Heath, R. G., Editor: Studies in Schizo- 
phrenia: A Multidisciplinary Approach to Mind- 
Brain Relationships, Cambridge, Mass., Harvard 
University Press, 1954, Chaps. 5 and 11 and 
Addendum E. 

6. Bercel, N. A.: Experience with Combination 
of Scopolamine and Alpha Chloralose (S. A. C.) 
in Activating Normal EEG of Epileptics, Electro- 
encephalog. & Clin. Neurophysiol. 5 :297-304 (May) 
1953. 

7. Monroe, R. R.; Heath, R. G.; Miller, W. H., 
and Fontana, C.: EEG Activation with Chloralo- 
sane, Electroencephalog. & Clin. Neurophysiol. 8: 
279-287 (May) 1956. 

8. Monroe, R.; Jacobson, G., and Ervin, F.: 
Activation of Psychosis by Combination of Scopol- 
amine and Alpha-Chloralose, A. M. A. Arch. 
Neurol. & Psychiat. 76:536-548 (Nov.) 1956. 

9. Baruk, H., and Massant, C.: 
ologique expérimentale et clinique du scopochloral- 


Action physi- 


ose: Scopochloralose et bulbocapnine; application 
a quelques problémes de la catatonie expérimentale, 
Am. méd.-psychol. 94:702-712 (Nov.) 1936. 

10. Verdeaux, G.; Verdeaux, J., and Marty, R.: 
L’Activation des électroencéphalogrammes par le 
chloralose, Electroencephalog. & Clin. Neurophysiol. 
6:19-28 (Feb.) 1954. 

11. Epstein, A. W., and Ervin, F.: 
namic Significance of Seizure Content in Psycho- 
motor Epilepsy, Med. = 18:43-55 
(Jan-Feb.) 1956. 


12. Ajmone Marsan, 


Psychody- 
Psychosom. 


C., and Stoll, J., Jr: 
Subcortical Connections of the Temporal Pole in 
Relation to Temporal Lobe Seizures, A. M. A. 
Arch. & Psychiat. 66:669-686 (Dec.) 
1951. 


Neurol. 


Effects of Reserpine, Iproniazid (Marsilid), and 


Triiodothyronine (Trionine), and of Reserpine Alone 


A Comparative Study in One Hundred Seventeen Mentally Ill Patients of 


Various Diagnostic Categories 
M.D., Emory University, Ga. 


Tranquilizing drugs in adequate dosage 
tend to lessen anxiety and tension, They 
reduce overactivity, hostility, and destruc- 
tiveness. They may, however, have certain 
undesirable side-effects, such as excessive 
weight gain, persistent drowsiness, a reduced 
capacity for motor functioning, and a re- 
duced capacity for intellectual and emotional 
release.? They are also ineffective in de- 
pressions, suicidal trends, and feeding prob- 
lems. They may even increase these latter 
mental symptoms. 

We began studies with iproniazid ( Marsi- 
lid) and deserpidine, a Rauwolfia alkaloid, 
in 1955 in chronic schizophrenia.* Iproniazid 
is an inhibitor of the brain enzyme which 
metabolizes serotonin,* and it decreases the 
depressant effect of deserpidine or reserpine 
in schizophrenic patients. It was observed 
then that a greater weight gain occurred with 
this drug combination than with either drug 
alone. Therefore, iproniazid was used alone 
or with reserpine in depressed feeding- 
problem patients in our Acute Hospital Di- 
vision ** with encouraging results in a 
number of patients. Others ** have 
observed the beneficial effect of combining 
certain tranquilizing drugs with a_brain- 
stimulating drug in depressed and in feed- 


also 


ing-problem patients. 
We have, therefore, had combined in one 
tablet form reserpine, iproniazid, and _ tri- 
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Reserpine was supplied through the courtesy of 
Hoffmann-La Roche, Inc., Nutley, N. J. 

Manteno State Hospital (Drs. Gallagher and 
Schroeppel). Professor of Pharmacology, Emory 
University School of Medicine (Dr. Pfeiffer) 
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iodothyronine (Trionine), with the expecta- 
tion of lessening some of the undesirable 
side-effects and the ineffectiveness of re- 
serpine alone in some mental illnesses. It 
was expected that excessive weight gain or 
loss would be controlled by *™ the thyroid- 
hormone effect on metabolism, that hypo- 
tension would be less severe, that bradycardia 
would be less frequent and severe, that ap- 
petite would be increased in feeding prob- 
lems, that trends, 
catatonia, regressive symptoms, and the de- 
sirable effects of reserpine would be enhanced 
by the multiple effects of iproniazid on the 
central nervous system.’* It was also ex- 
pected that the for 
electroshock therapy would be reduced by 
the effects of this drug combination. 


depression, suicidal 


need maintenance 


Materials and Methods 


iproniazid 50 mg. and 


into 


Reserpine 2 meg. 
25 ug 
tablet for this study 


triiodothyronine were combined one 
R-M-T 


used in the treatment of 
It was also found to be an inhibitor of monoamine 


Iproniazid was first 
tuberculous infections 
oxidase of the brain, thus producing an effect on 


nervous functions by probably altering the 


metabolism of epinephrine and norepinephrine.” 
Triiodothyronine™ is a chemically pure synthetic 
analogue of thyroxine. It is chemically pt-triiodo- 
thyronine. Its biological activity is one and one- 
half times as great as that of sodium L-thyroxine 
In myxedematous patients it effectively raises the 
body temperature, accelerates the pulse, increases 
decreases the 


the rate of consumption, 


body weight, decreases the serum cholesterol and 


oxygen 


the carotenoid levels, and generally improves the 
mental state of the patient. 


The combination tablet was used in dosages of 


1 to 3 tablets orally. The dosage was 


a day 
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TABLE 1—Summary of R-M-T* Therapy in Eighty-Two Female Patients 
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Diagnoses 


36 Acute and chronic undifferentiated schizophrenic reaction 


19 Paranoid schizophrenic reaction 

y Catatonic schizophrenic reaction 

6 Manic-depressive reaction 

4 Involutional psychotic reaction 

2 Psychotic depressive reaction 

2 Schizoaffective schizophrenic reaction 

2 Chronic brain syndrome 

1 Psychoneurotic reaction, obsessive-compulsive type 
1 Involutional anxiety reaction 


82 Totals 


Degree of Improvement ¢ 


4+ 3+ 2+ 1+ + 0 
3 12 8 5 4 
4 3 6 3 1 
0 1 3 i) 2 
1 1 3 0 1 
0 0 1 0 3 
1 1 0 0 0 
0 1 1 0 0 
0 0 1 0 1 
1 0 0 0 
0 0 1 0 0 
9 20 24 8 12 


* Each tablet contains reserpine 2 mg., iproniazid (Marsilid) 50 mg., and triiodothyronine (Trionine) 25ug. 


t 0 indicates no improvement; +, slight improvement; 1+, some improvement; 2+, moderate improvement; 3+, marked improve- 


ment; 4+, social recovery. 


increased or decreased depending on the response 
of the individual patient and on the occurrence of 
side-effects or toxic reactions. When maximum 
responses were obtained, a maintenance daily dose 
of \% tablet was given orally twice daily. 

One hundred seventeen patients have been tested 
with this medication for periods of 75 to 115 days. 
Then 52 of the female schizophrenic patients, after 
a two-week rest period, were placed on reserpine 
therapy alone, for comparison with R-M-T therapy. 
Daily oral doses of 2 to 6 mg. of reserpine were 
given, depending on the response of the patient. 


No. of 
Female 
Patients * 


Diagnoses 


s Chronic undifferentiated schizophrenic reaction 
2 Chronic paranoid schizophrenic reaction 

1 Manic-depressive psychosis, depressive type 

1 Involutional psychosis, depressive type 

1 Involutional psychosis, paranoid type 


13 


Totals 


No. of 
Male 
Patients * 


Diagnoses 


Chronic catatonic schizophrenic reaction 
10 Chronic undifferentiated schizophrenic reaction 
Chronic paranoid schizophrenic reaction 
Chronic simple schizophrenic reaction 
Chronic hebephrenic schizophrenic reaction 


4 
1 
2 


Totals 


TABLE 2.—Summary of Results of R-M-T Therapy in Thirty-Five Patients with 


These 52 female schizophrenic patients were 
evaluated weekly on reserpine therapy for a period 
of 62 days. 

Of the 82 female patients, 14 were given from 
1 to ll shock 
intervals of 10 to 14 days in conjunction with 
R-M-T therapy. Electroconvulsive therapy (ECT) 
was given for emergency relief of depression, 
feeding problems, suicidal trends, catatonia, hos- 
tility, excitement, or 
delusional ideation with hostility. 


electroconvulsive therapies at 


aggressiveness, excessive 


Degree of Improvement ¢ 


4+ 3+ 2+ 1+ + 0 


0 0 3 3 2 0 
0 0 1 0 1 0 
0 1 0 0 0 0 
0 1 0 0 0 0 
0 1 0 0 0 0 
0 3 4 3 3 0 


Degree of Improvement t 


4+ 3+ 2+ 1+ 


0 2 2 0 
0 0 2 3 5 0 
0 1 0 3 0 0 
0 0 0 0 1 0 
0 0 2 0 0 


* These patients had been on various tranquilizing drugs almost continuously during the year prior to being placed on R-M-T 


tablets. The degree of improvement was less marked than in those patients who had not been on continuous drug therapy for a year 


or more. 


t 0 indicates no improvement; +, slight improvement; 1+, some improvement, 2+, moderate improvement; 3+, marked improve- 


ment; 4+, social recovery. 
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TaBLe 3.—Comparison of Results of Reserpine and R-M-T * Therapy in Forty-Nine 
Chronic Schizophrenic Patients 


Degree of Improvement ¢ 


No. of 
Female Schizophrenic Reaction - 
Patients Diagnoses 


26 Undifferentiated type 5 
0 

15 Paranoid type 0 

1 

8 Catatonic type 0 

0 


4+ 


3+ 2+ 1+ + 0 


Reserpine Therapy 


1 7 2 il 0 
R-M-T Therapy 
ll 6 3 5 1 


Reserpine Therapy 
4 


2 2 6 1 
R-M-T Therapy 
7 4 2 i) 1 
Reserpine Therapy 
0 0 2 6 0 
R-M-T Therapy 
1 2 2 0 3 
3 9 x 23 1 
19 12 7 5 5 
3+ 2+ 1+ 


ment; 4+-, social recovery. 


The group of 117 patients consisted of 95 women 
and 22 men. Eight-two of the women were in 
one building, while 13 women and the 22 men 
were in separate units of another building. The 
average ages, with the youngest and oldest ranges, 
and the duration of illness of the 82 female 
patients, are shown in Table 5. The diagnostic 
categories of this group are also shown in Table 5. 
There are a total of 77 female schizophrenic pa- 
tients of various types and of 22 male schizophrenic 
patients of various types. This makes up a group 
of 99 schizophrenic patients in the total group of 
117 patients. 

The diagnostic categories of the 13 women and 
22 men on separate units are shown in Table 2. 
The average age of the 13 women was 47.5 years; 
the youngest was 32 and the oldest 54. The average 


No. of 
Female 
Patients Types 


Acute undifferentiated 


29 Chronic undifferentiated 
19 Paranoid 
Catatonic 


Schizoaffective 


Totals 


* Each tablet (R-M-T) contained reserpine 2 mg., iproniazid (Marsilid) 50 mg., triiodothyronine (Trionine) 25yg. 
t 0 indicates no improvement; +, slight improvement; 1+, some improvement; 2+, moderate improvement; 3+, marked improve- 


Taste 4—Summary of Results in Sixty-Six Schizophrenic Patients on R-M-T* 
Therapy 


age of the 22 men was 27.4 years, with a range 
of 19 to 40 years. The duration of illness of 
the 22 men ranged from 2 to 14 years, with an 
average duration of 6.3 years. 

In the entire group of 117 patients, there were 
35 patients of whom 4 manifested symptoms of 
depression with suicidal attempts, 7 manifested 
depressive symptoms alone, 4 had feeding prob- 
lems, 11 showed catatonic symptoms, and 13 showed 
symptoms of hostility with delusional ideation, or 
with some overactivity and aggressiveness 

Evaluations were made physically, psychiatrically, 
and, in some instances, psychologically, on 35 
patients on one ward; by clinical laboratory studies 
before starting therapy in most instances, and 
biweekly, and later triweckly, throughout the 
period of treatment. Psychiatric and physical 


Degree of Improvement ¢ 


3+ 2+ i+ + 0 
3 0 2 0 2 
9 8 3 4 2 
3 6 3 1 2 
1 3 0 2 3 
1 1 0 


* Each tablet contains reserpine 2 mg., iproniazid (Marsilid) 50 mg., triiodotyronine (Trionine) 25ug. (R-M-T). 
Many of these patients had been on maintenance ECT before being placed on R-M-T therapy. There are many more improvement 


changes than in schizophrenic patients who had been on drug therapy before starting R-M-T therapy (Table 2). 
+ +0 indicates no improvement; +, slight improvement; 1+, some improvement; 2+, moderate improvement; 3+, marked improve- 


ment; 4+, social recovery. 
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Tasie 5.—Ages and Duration of Iliness of Eighty-One Patients 


No. of Age, Yr. Illness, Yr. 
Patients 
(Female) Diagnoses Youngest Oldest Average Shortest Longest Average 


Chronic undifferentiated schizophrenia 
7 Acute undifferentiated schizophrenia 
Paranoid schizophrenia 
9 Catatonic schizophrenia 
2 Schizoaffective schizophrenia 
2 Psychotic depressive reaction 
1 Psychoneurosis, obsessive-compulsive 
1 Chronic brain syndrome, cause undetermined 
1 Behavior dis.; mentally defective 
6 Manic-depressive (3) 
Depressive manic(3) 
Involutional psychosis, depressed type 


Totals 


27 56 38.6 4 12 6.5 
22 31 26.4 0.5 5.75 2.7 
21 63 40 04 8 3.1 
30 48 40.2 3.5 15 82 
45 58 51.5 0.6 1 08 
32 46 39 3 3 3 

36 36 36 43 43 4.3 
59 59 59 03 0.3 03 
23 23 23 3 3 3 

28 59 43 2.5 6 3.5 
52 4 56 13 5 5.9 


evaluations were made biweekly by two ward 
physicians, and in some instances on one ward 
by a psychiatric consultant, and a clinical psycholo- 


attendants, and 
comments 
concerning changes in behavior in many of the 
patients on therapy. 


the 
observations 


gist. In all wards, 


relatives have 


nurse, 


made and 


were rated 
changes in motility patterns, changes of affect, 
changes in bizarre behavior, changes in hallucina- 
tory and delusional ideation, changes in tidiness 
and cleanliness, increased interests in group 
activities and sociability, increase in responsive- 
ness and spontaneity, better adjustability, improved 
insight and judgment, and interests in planning 
for their future life. From these observations, the 
patients were evaluated as unimproved (0), slightly 
improved (-+), some improvement (1+-), moderate 
improvement (2+), marked improvement (3--), 
and social recovery (4+-). All patients attaining 
a social recovery were considered eligible for a 
release from the institution 


The degrees of improvement on 


Results 


Table 1 shows the various diagnostic 
categories and the degrees of improvement 
in 82 female patients on R-M-T therapy for 
75 days. Of these, 9 patients, or 10.9%, 
showed a social recovery; 20 patients, or 
24.89%, showed marked improvement; 24 
patients, or 28%, showed moderate improve- 
ment; 20 patients, or 24.8%, showed some 
improved change of behavior, and 9 patients, 
The 
greater number and degree of improvement 
occurred in the undifferentiated and para- 
noid types of schizophrenia. The changes in 


or 10.99%, showed no improvement. 
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behavior in the nine patients with catatonic 
schizophrenia were less marked. 

Table 2 also shows the various diagnostic 
categories and degrees of improvement in a 
group of 35 patients, 13 of whom were 
women and 22 were men. The average 
duration of illness in these two groups was 
6.4 years. There were no social recoveries. 
Three of the women and one of the men 
showed marked improvement, or 8.5% and 
4.5%, respectively. It might be said that 
two of the women—one with manic-depres- 
sive psychosis, depressive type with suicidal 
trends; the other with chronic involutional 
psychosis, depressive type with suicidal 
trends also—a month later went on to a 
social recovery on maintenance drug therapy. 
Generally the groups in Table 2 show much 
fewer changes in behavior than the group 
shown in Table 1. This may be due to the 
longer duration of illness and to the fact 
that Table 2 groups had been on various 
tranquilizing-drug therapies for a year or 
more. 

Table 4 illustrates the more marked re- 
sponses to R-M-T therapy in the chronic 
undifferentiated and paranoid types of 
schizophrenia in a group of 66 patients. Of 
these two types, 10.6% went on to a social 
recovery. Smaller degrees of improvement 
occurred in the other schizophrenic types. 

Table 3 gives a comparison of R-M-T and 
reserpine therapy alone in a group of 49 
women with chronic schizophrenia. On the 
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whole, it may be said that more patients of 
this group showed improvement with R-M-T 
therapy than with reserpine alone. Although 
5 patients, or 18.5%, of the group of 27 
patients with undifferentiated schizophrenia 
showed a social recovery on reserpine alone 
(these changes had been initiated on R-M-T 
therapy). The catatonic schizophrenic pa- 
tients also showed more improvement on 
R-M-T therapy than on reserpine alone. 

The 82 patients shown in Table 1 had 
been on medication for 75 days, while the 
35 patients shown in Table 2 had been on 
a similar dosage of R-M-T for 115 days. 
Consequently, factors other than the dura- 
tion of medication are responsible for the 
greater number and degree of improvements 
shown in Table 1 than in Table 2. 

Of the four patients with depressive 
symptoms and suicidal attempts, two went 
on to a social remission; one showed marked 
improvement, and one showed some im- 
provement. The latter required emergency 
ECT a few times in combination with 
R-M-T therapy. Seven patients with mild 
depressive symptoms showed moderate to 
marked improvement. The four feeding- 
problem patients showed moderate to marked 
improvement also, although ECT in combi- 
nation with R-M-T medication was given to 
initiate the improvement in eating habits in 
1 of the 11 patients with catatonic symptoms. 
Seven showed slight to marked improve- 
ment; four were unimproved. Of the 13 
patients with symptoms of hostility and de- 
lusional ideation, or with some symptoms 
of overactivity and aggressiveness, a few 
required ECT in combination with R-M-T 
therapy for initiation of improvement or 
for control of delusional and aggressive 
symptoms. A few others were made worse. 
The remainder showed slight to marked im- 
provement. 

Of the 49 schizophrenic patients in Table 
3, none were of the depressive type, and 
none showed signs of depression during the 
62 days of reserpine therapy alone. 

Many of the patients on R-M-T therapy 
commented that they felt better, were more 
alert, and felt more energetic. Consequently, 
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a number of patients after the study was 
terminated asked to be replaced on R-M-T 
therapy. 

There were 46 patients in the group of 
82 patients in Table 1 on biweekly main- 
tenance ECT before beginning R-M-T 
therapy. While on R-M-T therapy, only 15 
of the 46 patients required from 2 to 11 
ECT sessions. This is a reduction of 66% 
of the required ECT in this group of pa- 
tients. Furthermore, there were no observed 
complications with ECT given to these pa- 
tients on R-M-T therapy. This is in con- 
trast to a few reports that ECT is dangerous 
when given to patients on 
therapy."® 


reserpine 


The patients in all groups were weighed 
on an average of once monthly throughout 
the period of studies. Sixty-two of the 
schizophrenic patients shown in Table 1 had 
been on R-M-T therapy for 75 days. Fif- 
teen of these patients had lost from 1.5 to 
19.5 lb., or an average of 7.9 lb. Three 
patients showed no change in weight, while 
44 patients gained from 0.5 to 25 Ib., or an 
average of 7.8 lb. The weight gain for the 
total group of 62 patients was 3.6 Ib. 

Weight studies in 51 schizophrenic pa- 
tients (Table 1) who were on reserpine 
therapy alone for 62 days showed that 14 
patients lost from 1 to 14 lb., or an average 
of 5.5 lb.; 34 patients gained from 1 to 25 
lb., or an average of 6.0 lb. The average 
weight gain for the entire group was 2.5 Ib. 

Side-effects and toxic reactions were ob- 
served in 6 of the 13 female patients shown 
in Table 2 on R-M-T therapy. One female 
patient developed a hypertensive crisis with 
a grand mal seizure in the second month of 
therapy, which subsided on discontinuing 
the drug; one female patient developed a 
systolic blood pressure of between 70 and 
80 mm.; another patient had urinary 
retention, and three patients became over- 
active, restless, and irritable. Sinus tachy- 
cardia was observed in an occasional case in 
this group. Generally, however, the pulse 
rate and blood pressures remained within 
normal ranges for all others in this group. 


115/219 


4 


A. M. 


Urinalyses and hematologic studies disclosed 
no abnormalities. 

Side-effects and toxic reactions occurring 
in the 82 patients shown in Table 1 were 
few and mild in most instances. There were 
6 patients with slight to moderate edema of 
both ankles; 15 patients showed moderate 
hyperflexia; 5 patients showed mild symp- 
toms of Parkinsonism; 1 patient developed 
mild nephritis; 1 patient showed a decrease 
in hemoglobin from 78% to 63%, and 1 
patient developed a postural hypertension. 
Generally, the blood pressure and pulse de- 
terminations, urinalyses, and hematology re- 
vealed no outstanding abnormalities. 

In the 49 patients on reserpine therapy 
alone, shown in Table 3, there were very 
few side-effects or toxic reactions. Three 
patients showed mild symptoms of Parkin- 
sonism; two patients showed a decrease in 
hemaglobin from 75% to 60% and from 
66% to 60%, respectively; one patient had 
a grand mal seizure; one patient developed 
hypertension of 220/116; one patient showed 
3+ sugar in the urine, and two patients 
showed traces of albumin in the urine. 

Relapse of symptoms after discontinuing 
R-M-T medication usually began in 4 to 16 
days in most patients. 


Comment 

In previous studies* in chronic schizo- 
phrenia with deserpidine and iproniazid, we 
observed that a greater gain of weight and 
more frequent hypotensive effects occurred 
than when deserpidine or iproniazid was 
used alone in the same patients. With the 
combination, the bradycardic effects of re- 
serpine were overcome. In most instances 
the pulse rate remained within normal 
ranges; and, with the exception of a few pa- 
tients, the blood pressure readings were 
also observed to be within normal ranges. 

The addition of thyroid hormone has 
resulted in some control of the excessive 
weight gain that often occurs with the 
combination of reserpine and iproniazid. 
With the R-M-T therapy, there are more 
patients showing losses of weight and con- 
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trol in weight gain, which was somewhat 
less than that which usually occurs with 
reserpine alone. 

On R-M-T therapy, there was improve- 
ment in appetite in the four feeding-problem 
patients, although ECT in combination with 
R-M-T was required to initiate a change 
in this symptom during the first week. Two 
patients manifesting chronic depressive 
symptoms with suicidal trends went on to 
a social recovery on maintenance R-M-T 
therapy. The seven patients with mild de- 
pressive symptoms also showed moderate to 
marked improvement. Therefore, improve- 
ment in depressive symptoms was definite 
with R-M-T therapy, and it is better than 
that which was obtained with iproniazid 
alone. The combination therapy is also 
better for improvement of appetite, although 
excessive weight gain was largely controlled. 

The hypertensive crisis in one patient 
with a grand mal seizure may have been 
associated with a pyridoxine deficiency of 
the brain, which iproniazid is known to 
produce.'7 Other clinicians have recom- 
mended the combination of iproniazid and 
vitamin B complex in the treatment of de- 
pressed ambulatory patients in order to pre- 
vent pyridoxine deficiency."*:'® 

In this study with R-M-T therapy, the 
greatest number of improvements occurred 
in acute and chronic undifferentiated and 
paranoid types of schizophrenic reactions, 
and in patients with depressive symptoms in 
various diagnostic categories. It appears, 
therefore, that patients with these symptoms 
and these types of schizophrenic reactions 
are most amenable to this combined drug 
therapy. 

A number of studies *° with schizophrenic 
patients indicate a low basal metabolic rate 
and resjstance to large doses of thyroid hor- 
mone. These findings suggest that thyroid 
hormone may have beneficial effects in some 
mental illnesses. It has been observed that 
patients with emotional flatness, lack of 
spontaneity, apathy, seclusiveness, and de- 
pression of moods showed moderate to 
marked improvement on 100ug.-200ug. of 
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triiodothyronine for four weeks. The great- 
est improvements occurred in schizophrenic 
patients. It is believed that the mechanism 
of action is due to the influence of the 
thyroid hormone on the total endocrine 
balance. Thyroid-hormone therapy appears 
to stimulate the emotions, to increase alert- 
ness, and perhaps to widen the area of 
consciousness. 


It is also believed that thyroid and vitamin 
therapy in certain selected mental illnesses 
result in beneficial effects through increased 
production and function of the respiratory 
enzymes concerned in cerebral metabolism.** 
Since studies in animals **:** indicate a de- 
pressant effect of reserpine on the thyroid 
gland, the combination of reserpine plus 
thyroid should merit further clinical trial.™ 
The use of a monoamine oxidase inhibitor 
could then be added as needed in certain 
patients to control depression. 


Summary and Conclusions 


A comparative study has been made of the 
effects of reserpine-iproniazid-Lp-triiodothy- 
ronine (R-M-T) combination-drug therapy 
in 117 (95 women and 22 men) mentally ill 
patients of various diagnostic categories, 
and of the effects of reserpine therapy alone 
in 49 chronic schizophrenic patients. Re- 
serpine 2 mg., iproniazid 50 mg., and Lp- 
triiodothyronine 25ug., were combined into 
one tablet. One to three tablets were given 
orally daily. Reserpine therapy alone was 
given in daily doses of 4 to 6 mg. orally, 
and in maintenance oral daily doses of 2 to 
4 mg. With these dosages, side-effects and 
toxic reactions, except in four patients, were 
mild and few in number, and subsided when 
the drugs were discontinued. The duration 
of therapy with R-M-T medication was 
from 75 to 115 days; and 62 days for the 
comparative study of reserpine alone in 49 
chronic schizophrenic patients, in whom 
R-M-T therapy had been discontinued two 
weeks previously. Recurrence of symptoms 
after discontinuing R-M-T therapy usually 
began in many of the group in 4 to 16 days. 
Weekly and biweekly psychiatric and somatic 
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evaluations were made. Urinalyses and 
hematology studies were done every two to 
three weeks, only a few patients showing 
mild transient abnormalities. 

Of the entire group of 117 patients on 
R-M-T therapy, 85, or 72%, showed 2+ to 
4+ improvement. Nine of these, or 7%, 
went on to a social remission. Among the 
schizophrenic patients, the greater number 
of improvements occurred in the acute and 
chronic undifferentiated and paranoid types. 
Reserpine alone produced 2+ to 4+ im- 
provement in 17 out of 48 schizophrenic 
patients, or 35.4%. All but one of the 
patients showing depressive symptoms im- 
proved. Three of these went on to a social 
remission. In a few of the feeding-problem 
patients ECT in combination with R-M-T 
therapy was required to initiate improve- 
ment. The need for maintenance electro- 
shock therapy was reduced 66% in the group 
of 82 female patients on R-M-T therapy. 
Further studies on these drug combinations 
in selected types of mental illnesses are 
needed for clarification of effective thera- 
peutic doses with a minimum of side-effects 
and toxic reactions. Since reserpine is known 
to depress thyroid activity, the combination 
of reserpine and triiodothyroine (Trionine) 
is recommened for further study in the treat- 
ment of chronic schizophrenia. Selected 
cases may benefit by the addition to their 
therapeutic regimen of an aminoxidase in- 
hibitor, such as iproniazid. 
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Chlorpromazine, Triflupromazine, and 


Prochlorperazine in Chronic Psychosis 


THOMAS E. HANLON, Ph.D.; KAY Y. OTA, M.S.; CLARA LIVCHITZ, M.D., and ALBERT A. KURLAND, M.D., 


Baltimore 


As further, phenothiazine tranquilizers be- 
come available in the treatment of the 
psychoses, there is an increasing need for 
comparative studies regarding their relative 
efficacy. A review of the literature indicates 
that such studies available on 
chlorpromazine and mepazine,'* promazine 
and mepazine,* and promazine and chlor- 
promazine.* In a previous paper by us, the 
effects of chlorpromazine and trifluproma- 
zine were compared in the management of 
the chronic, hospitalized psychotic patient.® 
The following study is a continuation of 
the previous one, utilizing the same popula- 


are now 


tion and adding prochlorperazine as a final 
treatment phase. In this present paper the 
main emphasis will be on the comparative 
effectiveness of triflupromazine and pro- 
chlorperazine with original treatment with 
chlorpromazine serving as a base line. As 


previously, effectiveness is measured in 
terms of certain psychological dimensions 


observable in ward and interview behavior. 


Procedure 


The subjects originally selected for study were 
chronic, hospitalized psychotic female patients who 
had been on maintenance dosages of chlorpromazine 
for several months and who were observed through 
subsequent treatment with placebo and _triflupro- 
mazine. At the end of the triflupromazine-treatment 
phase, 26 patients, from an original population of 
35, were still available for further study. The 
age range of this group was from 31 to 61 years, 
with a mean age of 44 years. 

The above 26 patients, who have served as an 
own-control poulation during three treatment 
phases, chlorpromazine, placebo, and trifluproma- 


~ Submitted for publication Oct. 3, 1958. 
Research Department, Spring Grove State Hos- 
pital 


zine, and who were evaluated at the end of each 
phase, were observed for a three-week drug-free 
period and then placed on placebo medication for 
a period of four weeks. At the end of this period 
the patients were evaluated and placed on pro- 
chlorperazine for a period of 10 weeks, at the end 
of which time they received a final evaluation. 
The resulting sequence of observation, totaling 37 
weeks in all, was as follows: (1) an original 
chlorpromazine-treatment phase of 4 weeks, in 
which the drug was continued at prestudy dosage 
levels; (2) a drug-free-placebo interval (6 weeks, 
subdivided 2 and 4 weeks, respectively) ; 
(3) a triflupromazine-treatment phase, consisting 
of 10 weeks; (4) a drug-free-placebo interval (sub- 
divided into 3 and 4 weeks), and (5) a prochlor- 
perazine-treatment phase, consisting of 10 weeks. 

The schedules for the three drug- 
treatment were determined as follows: 
Chlorpromazine dosages, ranging from 50 to 600 
mg. daily, with a mean dosage of 245 mg., were 
maintained as originally prescribed by the ward 
psychiatrist. Dosages in the triflupromazine phase 
were determined as closely as possible on a 0.5 


into 


dosage 
phases 


proportional basis from original chlorpromazine 
levels, utilizing a standard of 50 mg. tablet and 
setting an upper dosage limit of 200 mg. The 
resulting mean dosage of this stage was 120 mg 
Dosages in the prochlorperazine phase were deter- 
mined on a 0.5 proportional basis from triflupro- 
mazine levels, utilizing a standard 25 mg. tablet 
and setting an upper dosage limit of 75 mg. The 
resulting mean dosage was 58 mg. 

As in the previous study,® the patients were seen 
at two-week intervals by a research psychiatrist, 
who noted side-reactions and evaluated change. At 
the end of each treatment phase patients were in- 
dependently rated on an objective psychiatric rating 
scale,’ the Multidimensional Scale for Rating Psy- 
chiatric Patients (MSRPP), by a_ psychologist 
and ward personnel. None of the persons involved 
in the evaluation of change were aware of the 
basic design of the study, and medications were 
administered on a code basis only. 


Results 
Twenty of the twenty-six patients avail- 
able for further study after the third, i. e., 
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TasBLe 1—The Mean MSRPP Total Morbidity and Factor Scores for the Five 
Treatment Phases 


Treatment Phases 


Triflupromazine 


Factors 


A. Retardation rs. excitement 

B. Compliance os. resistiveness 
C. Paranoid projection 

D. Activity level 

E. Melancholy agitation 

F. Perceptual distortion 

G. Motor disturbance 

H. Submissiveness vs. belligerence... 
I. Withdrawal 

J. Depreciation es. expansiveness 
K. Conceptual distortion 


Total morbidity 


* The raw score of an assumed normal subject. 


t In view of an ambiguity involved in the “bipolar” aspect of this factor, we prefer this base line to that offered in the MSRPP 


manual. * 


triflupromazine, phase completed the ad- 
ditional placebo and prochlorperazine phases, 
and it is upon these patient that the follow- 
ing analysis of data is based. Six of the 
patients were dropped from the study during 
the prochlorperazine phase for the follow- 
ing reasons: Two developed fainting spells; 
one developed a rash on the upper part of 
the body and swelling of the face and arms, 
and three developed severe Parkinsonian 
reactions. 

In order to investigate the differential 
effects of the five treatment phases in the 
alleviation of psychopathology, the mean 
scores for each phase were computed for 
the total MSRPP morbidity score ( a global 
measure of severity of symptoms) and for 
its 11 factor scores (measures of distur- 
bance in 11 relatively independent areas 
of psychopathology). These results are 
presented in Table 1. As a reference point, 
the raw score of an assumed normal sub- 
ject is also presented; the closer the mean 
score approaches this assumed normal score, 
the less pathology is involved. 

As indicated earlier, primary considera- 
tion is given to the differential effect of 
triflupromazine and prochlorperazine treat- 
ments with chlorpromazine treatment as a 
base line. An over-all inspection of mean- 
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factor-score changes between successive 
treatment phases shows that there is decided 
reactivity with both triflupromazine and 
prochlorperazine over and above mere 
placebo reactivity. Although no general 
trend is noted in the direction of change 
in mean factor scores between original chlor- 
promazine levels and subsequent placebo, 
there alleviation in symptomatology 
(change in the direction of the norm score) 
in 10 of the 11 factors between placebo and 
triflupromazine treatment. When the pa- 
tients are taken off triflupromazine and 
placed on placebo, 9 of 10 factors indicate 
an increase in symptoms at the end of the 
placebo phase, with 1 factor remaining the 
same. With subsequent administration of 
prochlorperazine there is alleviation in 7 
of 10 factors, with no change in 1 factor. 
An examination of the direction of change 
between the two subsequent drug phases and 
the original base line, chlorpromazine, 
shows essentially the same picture. Triflu- 
promazine produces alleviation in 9 factors, 
with 2 remaining the same, and prochlor- 
perazine produces a positive change in 7 
of 11 factors. 

An analysis of the differential effects of 
trilupromazine and prochlorperazine over 
their previous placebo counterparts shows 
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N=20 
Prochlorperazine 
Chior- 
; P| promazine Placebo Drug Placebo Drug Norm * 
ee 14.00 14.85 15.00 15.30 13.75 17.00 
nw 5.80 6.50 5.40 6.10 5.30 4.00 
5.15 5.80 5.15 6.15 5.55 3.00 
ne 12.00 12.35 12.00 12.00 11.55 13.50 ; 
17.05 16.85 16.25 16.70 15.30 13.50 
oa 8.65 7.90 7.20 7.75 7.60 5.00 
ee 11.90 11.85 11.15 12.15 12.15 9.00 kg 
10.50 10.20 10.05 10.70 8.80 9.00 
BSan 9.80 9.40 10.25 9.25 10.25 15.00 
oe 8.35 8.30 8.90 9.35 9.15 9.00 
te 10.80 12.00 10.20 11.50 11.80 7.00 
32.15 34.05 27.40 33.25 30.60 0.00 


that, whereas triflupromazine produced a 
mean drop of 6.65 in total morbidity, which 
is signficant at the 0.02 level, using the t-test 
for correlated means (change here is also 
significant with the sign test), the mean 
drop of 2.65 produced by prochlorperazine 
does not reach statistical significance. How- 
ever, the differential effect of the two drugs 
(i. e., 6.65:2.65) is not significant.? Also, 
none of the differences in total morbidity 
scores among the three drug-treatment 
phases are significant with either the f- or 
the sign tests. 

In terms of comparative mean-factor- 
score changes, a certain specificity of action 
for triflupromazine and_ prochlorperazine 
may be identified. Setting 0.02 as the 
confidence level for significance for the 
t-test, the following intertreatment changes 
are found. As compared with placebo, triflu- 
promazine produces significant change in the 
direction of normality in the bipolar Fac- 
tor B, a measure of resistiveness, and in 
Factor K, a measure of thinking disorder. 
In relation to its placebo, prochlorperazine 
produces significant symptom alleviation in 
Factor H, a measure of belligerence, but 
produces an exacerbation of the retarded 
depressive aspects of the bioplar Factor A. 
Significant differences are found between 
Factors A and K for the triflupromazine- 
and prochlorperazine-treatment phases, with 
both differences in favor of the former drug. 
All of these differences noted here were 
also found to be significant according to 
the sign test, with 0.05 as the critical level 
for significance. When the factor changes 
between both these drugs and the base line, 
chlorpromazine, are compared, no significant 
differences are found. 

Involved in the significant changes above 
are Factors A, B, H, and K. According 
to Lorr,® Factor A is a bipolar factor re- 
flecting affective disorders. The manic pole 
of Factor A is characterized by overtalka- 
tiveness, loudness of speech, frequent mood 
swings, excited emotionality, elation, and 
lack of restraint in expression of feeling. 
The depressive pole is characterized by 
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taciturnity, barely audible speech, an ab- 
sence of mood swings, an inadequate 
emotional responsiveness, depression, and in- 
hibition of feelings. Factor B is a bipolar 
factor of temperament, which is marked on 
one end by lack of cooperation, frequent 
resistance, a chewing or swallowing of in- 
edible objects, and a noticeable disorienta- 
tion for place, and, on the other end of the 
continum, by cooperative compliance. Fac- 
tor H is also considered a bipolar factor of 
temperament and is characterized by marked 
hostility, profanity or obscenity, irritability, 
assaultiveness, bullying, and _resistiveness. 
The schizophrenic disintegration of concep- 
tual thinking is reflected in Factor K. This 
factor is represented in irrelevant, inter- 
rupted, incoherent, and stereotyped speech. 
There is also evident a disharmony between 
thinking and feeling tone and a disorienta- 
tion for time. When 
beliefs tend to be impossible or bizarre. 


present, delusional 
Data on individual patient movement over 

the five treatment phases in terms of total 

morbidity scores are presented in Table 2. 

An analysis of variance of these data re- 

veals an insignificant F ratio; however, a 

Taste 2—MSRPP Total Morbidity Scores for the 
Five Treatment Phases for Each of the 

wenty Patients * 


Case Chior- Triflu- Prochlor- 
No. promazine Placebo promazine Placebo perazine 
1 37 (200) 25 25 (100) ¢ 29 24 (50) ¢ 
2 30 (150) 16 15 (100) 19 19 (50) ¢ 
3 2 (300) 30 28 (150) 25 35 (75) 
4 30 (300) 24 22 (150) 28 19 (75) 
5 35 (50) 46 36 (50) 12 25 (25) ¢ 
6 21 (300) ¢ 35 37 (190) ¢ 18 37 (75) ¢ 
7 18 (200) 21 23 (100) 39 20 (30) 
8 36 (300) 37 39 (150) 7 41 (75) 
4 57 (100) 50 31 (50) 5 43 (25) 
10 27 (200) P22) 26 (100) 49 30 (50) 
ll 21 (100) ¢ 24 19 (50) ¢ 35 28 (25) 
12 27 (300) 48 27 (1%) 50 24 (75) 
13 33 (600) 49 10 (200) 60 34 (75) 
4 33 (300) 60 51 (150) 53 51 (75) 
15 = 47: (200) 42 37 (100) 35 35 (50) 
16 29 (300) 25 25 (150) “4 22 (75) 
17 27 (300) ¢ 24 16 (150) ¢ 25 27 (75) 
18 19 (300) 27 11 (150) ¢ 4 17 (75) ¢ 
19 51 (300) 37 30 (150) ¢ 25 42 (75) 
36 (100) 33 40 (50) 39 39 (25) 


* Dosages for each drug-treatment phase are presented in 
parentheses, in milligrams per day. 

¢ Slight Parkinsonian reaction. 

? Moderate Parkinsonian reaction. 
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certain amount of individual reactivity may 
be noted. 

On the basis of MSRPP-controlled data,° 
a 21-point differential between treatment 
scores was considered a statistically sig- 
nificant change.* Utilizing this differential, 
14 patients showed no significant intertreat- 
ment movement. Of the remaining six pa- 
tients, one patient (Case 5) paradoxically 
showed a significant drop in score from the 
triflupromazine to the placebo phase, while 
two other patients (Cases 9 and 10) showed 
significant rises during this same period. 
Case 12, which showed significant movement 
for all of the between-treatment situations, 
appears to be a classical example of a drug 
reactor. The patient’s average score is 26 
for the three drug periods and 49 for 
Patient 13 showed marked 
reactivity, as evidenced by significant 
changes in morbidity between all but the 
first two treatment phases. A final patient, 
Case 14, showed significant movement only 
in the first between-treatment situation. The 
findings herein regarding change due to 


placebo. also 


drug treatment are in essential agreement 
with information obtained from concurrent 
psychiatric progress notes. 


Comment 

There are certain limitations in the nature 
and scope of this study which should be 
kept in mind in evaluating the relative 
effectiveness of the drugs under investiga- 
tion. One such limitation has to do with 
the “set-dosage” character of the research 
design. Since our interests were mainly 
in the management of the chronic, hos- 
pitalized psychotic patient, no attempt was 
made to compare the maximum therapeutic 
effectiveness of the drugs by the individual 
manipulation of initial and subsequent dos- 
age levels. Results must, therefore, be 
interpreted accordingly. Regarding the ques- 
tion of comparability of the maintenance 
dosages used, it appears that there is a 
certain similarity of reactivity among the 
drugs if the presence of extrapyramidal 
symptoms is viewed as an indication of 


drug potency (Table 2). 
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Another limitation, which bears directly 
on the amount of intertreatment variability 
found, is the short-term character of the 
two drug-free-placebo intervals. The drug- 
free interval has been subjected to investi- 
gation by Good et al.,° who demonstrated 
that a drug such as chlorpormazine can be 
withdrawn from chronic schizophrenic pa- 
tients for at least 10-12 weeks without 
regression in behavior and intellectual func- 
tioning occurring to any significant degree. 
Our own six- and seven-week drug-free- 
placebo periods were, therefore, relatively 
short. Although regressive trends appeared 
in our placebo-vs.-drug  differentiations, 
accentuation of these trends might have 
occurred had our periods been longer. 

In spite of its limitations, a longitudinal 
study, much as the one presented above, is, 
in a way, ideally suited to drug comparisons, 
since it ultimately provides us with a patient 
population about which much has already 
been learned. Utilizing base-line informa- 
tion from this same population, further 
comparisons with new compounds, or combi- 
nations of already existing ones, are thus 
made more practicable and meaningful. 


Summary 


The behavior of 20 chronic, hospitalized 
psychotic female patients, who had been on 
maintenance dosages of chlorpromazine for 
several months, was observed and objectively 
rated on the Multidimensional Scale for 
Rating Psychiatric Patients (MSRPP) dur- 
ing five consecutive treatment 
chlorpromazine, placebo,  triflupromazine, 
placebo, and prochlorperazine. Dosages for 
each successive drug phase were determined 
on a 0.5 proportional basis from that of the 
previous drug phase. Results indicated a 
certain amount of drug reactivity over and 
above mere placebo reactivity, with only 
slight differential drug effects in terms of 
a global measure of severity of illness. 
Certain specificity of drug action was noted 
and an analysis made of individual “sig- 
nificant” reactions. 

Chlorpromazine and prochlorperazine were sup- 
plied by the Smith, Kline, & French Laboratories 
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as Thorazine and Compazine, respectively. Tri- 
flupromazine was supplied as Vesprin by E. R. 
Squibb & Sons, Division of the Olin-Mathieson 
Chemical Corporation. Both these firms also sup- 
plied funds to help defray the cost of these studies. 
The Friends of Psychiatric Research, Inc., acted 
as the administrative agent for this project. Dr. 
Luis Lombardo, assistant in neurology, University 
Hospital, Baltimore, carried out the neurological 
studies. Acknowledgements are also made to Dr. 
Isadore Tuerk, Superintendent, and Dr. Bruno 
Radauskas, Clinical Director, Spring Grove State 
Hospital, Baltimore, for their administrative and 
clinical help in furthering this study. 


Research Dept., Spring Grove State Hospital, 
Baltimore (Dr. Kurland). 
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Disappearance Rates of Infused Epinephrine and 


Norepinephrine from Plasma 


A Comparison of Normal and Schizophrenic Subjects 


GERALD COHEN, Ph.D.; BERNARD HOLLAND, M.D., and MARCEL GOLDENBERG, M.D.,+ New York 


With the Technical Assistance of Joanne Sha 


Introduction 


Recently, in the course of experiments 
dealing with intravenous infusions of epi- 
nephrine and norepinephrine in man," occa- 
sion presented itself to perform infusions 
on a group of normal subjects and on a 
group of schizophrenic patients. It appeared 
that data concerning plasma concentrations 
of epinephrine and norepinephrine during 
infusions had bearing on recent suggestions 
that schizophrenia might be related to a 
faulty metabolism of either of these two 
substances. Hoffer and co-workers,** for 
instance, had presented evidence suggestive 
that certain oxidized derivatives of epineph- 
rine, namely, adrenochrome (3-hydroxy-2,3- 
dihydro-1-methylindole-5,6-quinone) and ad- 
renolutin (3,5,6-trihydroxy-1-methylindole) 
were capable of producing transient psy- 
choses and other mental aberrations in man 
when administered intravenously or orally. 
Thus, the view was advanced * that a defect 
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in epinephrine metabolism resulting in the 
formation of excessive quantities of 
adrenochrome or adrenolutin might be an 
etiologic factor in schizophrenia. In sup- 
port of this hypothesis, Leach and Heath * 
obtained data indicative of a significant 
difference in stability of epinephrine when 
incubated in normal plasma, as compared 
with plasma obtained from schizophrenic 
patients. These data were interpreted as 
demonstrating a more rapid oxidation of 
epinephrine in the schizophrenic group,‘ 
with a_ resultant accumulation of ad- 
renolutin.® 

The type of experiment employed by 
Leach and Heath was recently repeated in 
this laboratory with the use of a direct 
analysis for epinephrine and norepinephrine. 
Our results, reported in a separate com- 
munication,® demonstrated the exceptionally 
high stability of both epinephrine and 
norepinephrine when incubated in plasma 
or serum of either normal or schizophrenic 
origin, and failed to reveal any difference 
between the two groups. As a_ logical 
sequence to the in vitro studies, we have 
now utilized intravenous infusions of 
epinephrine and norepinephrine to study 
the rates of disappearance of these two 
catecholamines from circulating plasma in 
vivo. The results of this present report in- 
dicate no difference between schizophrenic 
patients and normal subjects with regard to 
rates of metabolism of epinephrine and 
norepinephrine. 


Methods and Materials 
1. Subjects—A total of 41 infusions were per- 
formed on a group of 16 normal subjects (medical 
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Clinical Diagnoses of the Schizophrenic Subjects 


Diagnosis 


Schizophrenia, mixed paranoid & cata- 
tonic 
Schizophrenia, paranoid 
Schizophrenia, undifferentiated 
Schizophrenia, undifferentiated 
Schizophrenia, paranoid 
Schizophrenia, paranoid 
Schizophrenia, catatonic 
Schizophrenia, paranoid 
Schizophrenia, undifferentiated 
Schizophrenia, simple 
Schizophrenia, undifferentiated 
Schizophrenia, schizoaffective 
Schizophrenia, catatonic 
Schizophrenia, mixed type 


students) and on a group of 14 schizophrenic pa- 
tients at the New York State Psychiatric Institute. 
Twenty-four infusions were performed on the 
normal group of 15 men and 1 woman, between the 
ages of 21-29 years. Seventeen infusions were per- 
formed on the schizophrenic group of six male 
and eight female patients, between the ages of 
17 and 34 years. The diagnosis of schizophrenia 
was made according to criteria set forth in the 
Diagnostic Manual of the American Psychiatric 
Association.’ Clinical diagnoses for the schizo- 
phrenic group are listed in the accompanying Table. 

2. Experimental Procedure.—Subjects were given 
infusions into the left antecubital vein with sterile 
saline solutions of L-epinephrine bitartrate or with 
L-norepinephrine bitartrate at concentrations of 
0.5ug. or 4.0ug. of free catecholamine per milliliter. 
An infusion pump was utilized to maintain con- 
stant rates of flow. In each study, the subject 
received infusions at two to four successively 
higher rates, in the range of 2yg. to 30gg. per 
minute. For each constant rate of infusion, blood 
samples were drawn from the right antecubital 


° 


° 


Steady-state plasma con- 
centrations observed dur- 
ing intravenous infusions 
of epinephrine and nor- 
epinephrine in normal and 
in schizophrenic subjects. 


PLASMA CONCENTRATION (wg/LITER) 
° 


NOREPINEPHRINE 


vein into heparinized syringes after 10 minutes, at 
which time an essentially unchanging plasma con- 
centration had been attained, as described else- 
where. Blood specimens were chilled in an 
ice-water bath until the complete set for the par- 
ticular experiment had been collected, and they 
were then immediately analyzed. A fluorometric 
method of analysis was employed,** in which the 
epinephrine and norepinephrine were isolated from 
plasma by means of aluminum oxide chromatog- 
raphy, and subsequently converted into their fluo- 
rescent derivatives adrenolutin and noradrenolutin 
through oxidation, followed by tautomerization 
with alkali. 


Results 


The total data for 17 infusions in 
schizophrenic subjects and 24 infusions in 
normal volunteers have been plotted in the 
Figure. Each point on the graph represents 
an observed steady-state concentration (see 
“Comment”) of either epinephrine or 
norepinephrine for a constant rate of in- 
fusion in a single subject. Each subject 
received infusions at two to four different 
rates, and steady-state concentrations were 
measured at each rate. A rough correction 


for total blood volume was obtained by ex- 
pressing the infusion rates in terms of body 
weight; rates were expressed as micrograms 
of catecholamine per kilogram per minute. 
It is evident from the Figure that the data 
for the schizophrenic and normal subjects 


plotted in the same general area. Thus, 
the over-all in vivo rates at which epineph- 
rine and norepinephrine disappeared from 


EPINEPHRINE 


© Norma) subjects 
@ Schtrophrenic subjects 
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circulating plasma were the same for the 
two groups. Insofar as these rates may have 
reflected rates of metabolic destruction, the 
data did not indicate any enhanced destruc- 
tion in the schizophrenic group. 


Comment 


It had been demonstrated previously ! 
that during infusions of epinephrine or 
norepinephrine the plasma concentration of 
the infused catecholamine rose steadily over 
a 10-minute period, after which time no 
further increases could be detected. Thus, 
after 10 minutes of infusion a steady state 
was established. The maintenance of an 
essentially unchanging plasma concentration 
of infused catecholamine was the result of 
a dynamic balance between the rate at which 
the catecholamine was added to plasma and 
the rate at which it was simultaneously re- 
moved. Since increased endogenous con- 
tributions to plasma catecholamine levels 
during infusions appeared improbable, on 
the basis that epinephrine infusions did not 
cause significant changes in norepinephrine 
plasma concentrations and vice versa,' it 
therefore followed that at the steady state, 
the rate of infusion, which was held 
constant, was exactly equal to the rate at 
which infused material disappeared from 
plasma. The steady-state concentration was 
therefore an indirect measure of the 
particular subject’s capacity to remove in- 
fused epinephrine or norepinephrine from 
circulating plasma. Thus, for any given rate 
of infusion, a high steady-state concentra- 
tion was interpreted as having resulted from 
a decreased capacity to utilize circulating 
catecholamine, while increased capacity was 
associated with lower concentrations. The 
Figure demonstrates that similar utilization 
capacities were observed for both the nor- 
mal and the schizophrenic group. 


It should be noted that in the absence of 
infusion of exogenous material, plasma 
analyses for epinephrine and norepinephrine 
were associated with a low degree of preci- 
sion and reliability,® thereby making ex- 
perimental studies with endogenously 
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produced material very difficult. By simu- 
lating increased secretions from the adernal 
glands (medulla) and the sympathetic 
nerves by means of intravenous infusions 
of epinephrine and norepinephrine, plasma 
concentrations of epinephrine and norepi- 
nephrine were raised to levels amenable 
to precise and accurate determinations; 
furthermore, known constant infusion rates 
were substituted for unknown, and probably 
variable, endogenous secretion rates, thus 
enabling an explicit interpretation of the 
data. That the conclusions reached from 
data obtained during infusions were prob- 
ably equally as valid in the absence of in- 
fusions can be argued from the Figure. 
For instance, it can be seen that the epineph- 
rine data lay between very narrow limits and 
appeared to define a straight line; this linear 
relationship permitted extrapolation of re- 
sults to normal (noninfusion) conditions. 
Although the norepinephrine data were more 
widely scattered, a similar extrapolation was 
plausible. It should be noted in passing 
that the greater variability of the data ob- 
tained during norepinephrine infusions 
(Figure) was not due to any inherent 
difference between the normal and_ the 
schizophrenic subjects. 


Summary 


Increased adrenal-medullary and sym- 
pathetic-nerve secretions were simulated in 
a group of schizophrenic subjects and nor- 
mal volunteers by means of intravenous in- 
fusions of epinephrine and norepinephrine. 
A study of the plasma concentrations at- 
tained by the infused catecholamines 
demonstrated that the rates of utilization of 
circulating epinephrine and norepinephrine 
were equivalent for the two groups. 

Dept. of Biochemistry, Columbia University 
College of Physicians and Surgeons, 630 W. 
168th St. 
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Books 


BOOK REVIEWS 


Operators and Things: The Inner Life of a Schizophrenic. By Barbara O’Brien. Price, 
$3.95. Pp. X +166. Introduction by Michael Maccoby; prefaiory note by L. J. Reyna. 
Arlington Press, 30 Arlington St., Cambridge, Mass., 1958. 

A report on schizophrenia as seen from that usually inaccessible point of observation, the 
patient, cannot but be welcomed by the student of this disorder and by the psychiatrist who 
must deal with it. This small book, such a report, brings into high focus some of the ever- 
intriguing problems of schizophrenia. The trained investigator will recognize them. Yet in 
writing down her experiences as a patient, the author is contributing irreplaceably to our 
knowledge. It may be said at the outset that any person in the field can read the book with 
profit and enjoyment. 

The essence of the story is this: An obviously sensitive woman, apparently at the mid- 
twenties, and unmarried, wakes one morning “to find three gray and somewhat wispy figures 
standing at her bedside.” These visual hallucinations deliver a compulsive order, which she 
obeys: “I packed some clothes and mounted a Greyhound bus, as they directed,” and off she 
went—to California (as far as you can go without a visa), Canada, New Orleans. She had 
adventures. She stayed out of mental hospitals—was refused admission in one (a nonresident 
of the state), talked her way out of another after one day’s residence. The remission came 
on as spontaneously as the breakdown had been sudden. With psychoanalytic therapy she 
returned to integration. 

What actually happened ? 

The symptoms in her narrative are those of simon-pure schizophrenia: hallucinations, 
visual and auditory; punning (once only, on time, p. 14), and the theme perseverates and is 
transformed into something concrete (“Time was all about me,” p. 15); episodes of affectless- 
ness (e. g., pp. 82-84) ; the patient’s mind is being read (p. 32) ; ideas of influence (p. 38, p. 61); 
philosophical and religious digressions (p. 33; pp. 45-46, universal human guilt); delusional 
trends (p. 42); uncontrollable inner push (p. 48); confusional state (p. 77); a mystic flavor 
to the thinking (p. 89) (see in this connection her facile acceptance, even after her recovery, 
of Rhine’s ESP [p. 138]). 

Most vivid of all are the hallucinations, the voices—clear, persisting, and compelling. They 
offer also the key to the illness. When the break comes, they tell the patient what to do; and 
they always judge with deadly accuracy, direct her in the effort to get jobs, and in working 
efficiently. When she has a mastoid, comes down with pneumonia, they lead her to the lifesaving 
medical care. The patient herself rationalizes the events: Her unconscious has been under- 
standing her critical needs—as she analyzes her course (in the later chapters, reporting the 
remission). This same unconscious, too, was the force effecting her recovery (pp. 152-153). 
The book points up, thus, the principle of the patient’s will to get well as nuclear. This 
woman had it. Her very illness was an expression of it. 

Shifting now to the trained investigator’s observation front: The hallucinations were 
obviously this basically strong-minded woman's restitutional struggle. The first events in her 
breakdown—they are her own effort at preserving herself. The organism’s psychologic reserves 
were mobilizing to keep it intact. A woman with firm ethical values, she was repelled by the 
amoral and vicious practices of the business world which was her environment. She found 
herself “in a situation which says plainly: ‘fight or run’” (p. 151). She could do neither; 
“could only stand, digging in, until tragedy struck” (p. 151). This woman records thus what 
was obviously an acute, comparatively brief (six months) schizophrenic episode, one of shallow 
level, and benign. At no time does she regress to the truly psychotic state of Sechehaye’s 
Renée (Sechehaye, M. A.: Autobiography of a Schizophrenic Girl, New York, Grune & 
Stratton, Inc., 1950). 

The book is highly instructive to the professional field. For one, it points up the theoretic 
question as to the channels of communication between the conscious and the unconscious in 
the schizophrenic. In which of our patients is there such communication? Does it still obtain 
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in those more malignant conditions which have been insidiously developing, and are already 
far-progressed breaks with reality when the fact of illness finally bursts on the family? In 
which patients can such a channel be opened up, with the implication that such open passage 
holds as promise for treatment? Some of these questions are touched on by Maccoby in his 
Introduction. 

Concerning this author's own interpretation of her empiric data toward understanding 
schizophrenia, the trained reader will tind little that is new. She has obviously read much, and 
with perception. But it would hardly be fair to hold her to professional sophistication, and 
this review will therefore omit criticisms that would be relevant with reference to a writer in 
the field. One merit of the book which it would, on the other hand, be unfair to expect of 
scientific students of schizophrenia: the style of the writing. She casts her voices into characters 
of a drama, mis en scéne—complete with director and props. It has thus the fascination of a 
creative fiction. One finishes a chapter with the urge to read on: What will the characters 
do next? It all makes for convincing description of the patient's mental processes. In his 
prefatory note, Reyna praises “this work as brilliant literature.” 

The story has an unhappy ending. Not seriously. The author is in remission. But the scars 
show. She is back in the world, sees “the knife and the hatchet” (title of the final chapter) 
doing their usual throat-cutting and scalping, tries to rationalize in the interest of adaptation. 
But she cannot take it. “The day I resigned I was a little blue.” Again, then, the paradox 
of the human condition: the tragic urge for selfhood; frustrated by the chaining-in Aeschylean 


destiny. Prometheus remains bound. 
Samuet J. Becx, Ph.D 


College Men at War. By John P. Monks. Price, not given. Pp. 310. The Anthoensen 
Press, Portland, Maine, 1957. 

This book is an interesting study of the adjustment of a group of Harvard College students 
during their World War II military service. The study is an offshoot of the Grant Study and 
uses as its subject group 231 college men, initially chosen by the parent study for their 
“normality,” as defined by excellent physical and mental health and good academic standing 

The author attempts to answer broad questions about success and failure in the service 
and about predictions possible from data available prior to induction. His sources of data 
are essentially four: questionnaires, interviews and self-rating scales undertaken as part of the 
parent study, and, in addition, all pertinent Government records, including efficiency reports 
on military service. In using the information provided by the parent study, he concentrates 
on the period of military service employing a psychiatric and psychological orientation. 
Specifically the study covers (1) attitudes before and after Pearl Harbor toward military 
service; (2) attitudes toward urge to be in uniform, difficulties of adjustment, disturbances 
in intrapersonal harmony, reactions to danger, military performance, and illness and injury 
during the service period, and (3) effects of the war. 

The body of the book describes the statistical results of the rating scales and includes an 
illustrative sampling of quotations from the interviews and questionnaires. The latter represents 
excellent coverage of the group, inasmuch as 96.5% of the questionnaires were completed and 
returned. The self-rating scales are as follows: Urge for Armed Service, Armed Service 
Adjustment, Fitness for Assigned Duties, Desire for Work, Boredom, Relationship with 
Fellows, Pride of Organization, Health, Recognition, Work Accomplishment, and Reaction to 
Danger. In addition, use is made of objective ratings based on evidence of all sorts collected 
from the data, and also of a list of outstanding traits assigned to subjects after a psychiatric 
interview prior to entering service. After presenting the raw data, the author studies the re- 
lationship between the items by the x*-method and develops certain constellations of items 
which characterize successful and unsuccessful military performance, as well as other aspects 
of service adjustment. 

The conclusions suggest that, given the “normal” attributes required to qualify for the 
Grant Study, motivation was the most important factor in high performance, although other 
factors are also found which affect performance and adjustment. A table is developed of 
predictive and concomitant items related to the above factors, and these are used to make 
profiles which could presumably be employed in predicting success. A final chapter on findings, 
conclusions, and suggestions lists some 27 “notable observations,” such as “There was little 
neuro-psychiatric disability despite fairly widespread psychic difficulty of non-disabling degree.” 
This leads to a brief discussion of some of the implications of the study for selection and policy 
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in the armed forces. Finally, there is a list of proposals for future research, most of which are 
concerned with further studies of motivation and performance from various viewpoints. 
Unquestionably, the author has done a conscientious, thorough, careful job within the limits 
of the methods and subjects chosen. If one is to have reservations, it would be first on the 
basis of the sample studied, which is a highly select group within a highly select group. 
Secondly, although there has been an honest attempt to eliminate items which are significantly 
related statistically but only incidentally as a consequence of some other factor, one has the 
feeling that these intrude at times. In other words, one may be measuring the results of military 
selection procedures rather than the significant characteristics making for military success. One 
perhaps inevitable outcome of the method of using sample quotations is a somewhat choppy 
over-all effect, which is reinforced by the difficulty of grasping the lists of item correlations. 
However, these perhaps are minor quarrels with a book that holds considerable interest, and 
addresses itself to a problem which, unfortunately, is still very much with us. The format is 
readable with large, clear type, and there is an excellent table of contents and index. 
Rosert L. Arnstern, M.D. 
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FROM MARKED IMPROVEMENT 
to COMPLETE CONTROL 
of GRAND MAL SEIZURES 


wide margin of 


CLINICAL EVALUATION OF 486 
EPILEPTIC PATIENTS* SHOWED THAT: 


In patients who had received no previous 

anticonvulsant medication, 

“Mysoline” therapy alone provided marked 
improvement to complete control of major motor 
attacks in the majority of patients. 


In patients only partially controlled with maximum 
dosages of other anticonvulsants, 
the addition of “Mysoline” therapy was followed by 
marked improvement to complete control of grand 
mal attacks in 39% of the patients. 


In patients refractory to maximum dosages 
of other anticonvulsants, 
“Mysoline” employed alone provided marked 
improvement to complete control of major motor 
attacks in 34% of the patients. 


In 39 patients with mixed seizures, 

“Mysoline” provided improvement to marked control 

in 49% of the patients. 

The dramatic results obtained with “Mysoline” 
advocate its use as a preparation of choice for effective 
and well tolerated therapy in the control of grand mal 
and psychomotor attacks. 
Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
and Petersen, D.: New England J. Med. 254:327 


16) 1986. 


AYERST LABORATORIES 


Canada 


New York 16, N.Y. 


“Mysoline” is available in the United States “w arrangement with pues Chemical Industries, Ltd. 
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“Rotator,” used in the 19th century 
to free the mind from madness. Orig- 
inal wood engraving by John DePol. 


to tree the mind trom madness 


In nineteenth century psychiatry, the 
“rotator” was a major therapeutic device. 


Today, psychopharmacologic therapy, pioneered 
and developed with ‘Thorazine’, is one of the 
most important methods used in the treatment 
of mental illness. 


The importance of ‘Thorazine’ to psychiatry 

is twofold: (1) its reliable effectiveness 

has established it as a fundamental drug in 
psychiatry, one that may be used with confidence, 
and (2) it has led S.K.F. to the development 

of related drugs that enable the psychiatrist 

to help an even greater number of patients. 


THORAZINE 


brand of chlorpromazine 


Smith Kline & French twats leaders in psychopharmacology 
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NORTH SHORE 
HOSPITAL 


—for psychiatric treatment and research 


on the shores of Lake Michigan 
Care and WINNETKA, ILLINOIS 


treatment 
of emotional 


A.M.A. SPECIALTY JOURNALS REACH THE CORE OF SPECIALIZED 
P RACTICE . . . Subscribe NOW to: 


A.M.A. Archives of INTERNAL MEDICINE 
A.M.A. Archives of PATHOLOGY 
A.M.A. Archives of OPHTHALMOLOGY 


THE AMERICAN MEDICAL ASSOCIATION 
535 North Dearborn Street 
Chicago 10, Illinois 


HALL-BROOKE 
An Active Treatment Hospital, located one hour from New York 


A private hospital devoted to active treatment, analytically-oriented psychotherapy, and the 
various somatic therapies, 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport CApital 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. John D. Marshall, Jr.. M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J, Micheels, M.D. Peter P. Barbara, Ph.D. 
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INDEX TO 
NEUROPSYCHIATRIC INSTITUTIONS 
SPECIAL SCHOOLS and SANITARIA 
Advertising in 
A.M.A. Archives of GENERAL PSYCHIATRY 


Display amnouncements of the following institutions appear regularly in A. M. A. 

Archives of GENERAL PSYCHIATRY. For advertisements of those institutions which 

run on an every-other month basis it would be y te It the advertising 
tion of « previ or sub issue. 


ADAMS HOUSE 


BEVERLY FARM, INC. Godfrey, Il. 
Dr. Groves B. Smith, Superintendent 


DEVEREUX FOUNDATION Santa Barbara, Calif.—Devon, Pa. 
Edward L. French, Ph.D., Director 


Green Farms, Conn. 
Heide F. Bernard, Executive Director 


FAIRVIEW SANITARIUM Chicago, Il. 
Dr. J. Dennis Freund, Medical Director 


LIVERMORE SANITARIUM Livermore, Calif. 
0. B. Jensen, M.D., Superintendent and Medical Director 


MARY POGUE SCHOOL, INC, Wheaton, Hl. 
G. H. Marquardt, M.D., Medical Director 


NORTH SHORE HOSPITAL Winnetka, Il. 
Samuel Liebman, M.D., Medical Director 


By James Martin Woodall, M.D., Medical Director 
Wm. Ray Griffin, M.D. 
G. M. Schlomer, M.D. 
| 
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EXTENDING STELAZINE’S USEFULNESS IN PSYCHIATRY 


TABLETS 
STELAZINE* 


brand of trifluoperazine 


In very low doses (2 to 4 mg. daily) ‘Stelazine’ has been proved 
effective in the treatment of anxiety as seen in private practice and 
outpatient services. 


Moreover, it has been demonstrated that ‘Stelazine’ is particularly 
useful when anxiety is expressed as apathy, listlessness and loss 


of drive. 


Clinical trials in more than 12,000 patients suttering from anxiety have demonstrat- 
ed Stelazine’s effectiveness in the treatment of this syndrome, particularly when 
it is accompanied by defense mechanisms such as apathy, listlessness and loss of 
drive. On ‘Stelazine’, most patients experience relief of anxiety, recovery of drive 
and an improved mental outlook. Also, with symptoms reduced, they are often 
more willing to accept psychotherapy. 


Administration and Dosage: In the treatment of anxiety, the usual starting 
dosage is 1 mg. orally b.i.d. Usual optimum dosage is 2 mg. to 4 mg. daily. Be- 
cause ‘Stelazine’ is inherently long-acting, symptoms are usually controlled with 
convenient b.i.d. administration. In some cases, once-a-day administration will 
provide adequate maintenance therapy. 


Side Effects: In the recommended oral dosage range of 2-4 mg. daily, side effects 
are usually minor and transitory and rarely affect the course of therapy. Oc- 
casional instances of drowsiness, dizziness and stimulation may be observed; 
rarely, symptoms of an extrapyramidal nature may occur. 


Available: 1 mg. tablets in bottles of 50 and 500. 


For further information, see available S.K.F. literature. 


Smith Kline & French Laboratories Ye leaders in psychopharmacology 


*Trademark 
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HOME AND SCHOOL FOR 
Nervous and Back- 


ward Children 


12 buildings Can accommodate 350 children, 

220 acres of land with contemplated educational 

improvements for a larger num- 

300 feet above . ber. Can accept some suitable 
Mississippi River case for life. 


“Beverly Farm” 


INCORPORATED 
Founded 1897 
INCORPORATED 1922 


Address all ications to DR. GROVES B. SMITH, SUPERINTENDENT 
“Beverly Farm” GODFREY, MADISON COUNTY, ILLINOIS 


THE LIVERMORE SANITARIUM and PSYCHIATRIC CLINIC 


Livermore, California 
Telephone: Hilltop 7-3131 
Oakland Office—411 30th Street 
FOR THE TREATMENT OF NERVOUS AND MENTAL DISORDERS 
THE OPEN CONVALESCENT DEPARTMENT, for nervous and general patients; the COT- 
TAGE DEPARTMENT, for mental patients. Features: near Oakland and San Francisco; ideal 


climate; large beautiful grounds; hydrotherapy, athletic and occupational departments ; clinical labora- 
tory; large nursing force. Rates include room, suitable diet, medical care, general nursing and routine 


examinations. 
HERBERT E. HARMS, M.D.—Superintendent 


BALDPATE, Inc. 


Georgetown, Mass. 
Geo. Fleetwood 2-2131 


Located in the hills of Essex County, 
30 miles north of Boston 


and what to do about it 


For the treatment of psychoneuroses, 


personality disorders, psychoses, alco- $O You Cc AN'T SLEEP? 


by P. H. Fluck 
8 pages, 15 cents 


SLEEPLESSNESS AND WHAT TO DO 
ABOUT IT by Donald A. Laird, Ph.D. 
8 pages, 15 cents 


ROADS TO RELAXATION 
by Joseph L. Fetterman, M.D, 
4 pages, 10 cents 


holism and drug addiction. 


Definitive psychotherapy, somatic ther- 
apies, pharmacotherapy, milieu-therapy 
under direction of trained occupational 
and recreational therapists. 


Harey C. Sotomon, M.D. Gzrorcs M. Scutomer, M.D. 
Consulting Psychiatrist Medical Director 


AMERICAN MEDICAL ASSOCIATION 
535 N. Dearborn St., Chicago 10, Illinois 
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The following articles from TODAY'S HEALTH are 
now available in pamphlet form. 


ALCOHOLISM IS A DISEASE. A discussion by the Chairman 
of the A.M.A. Committee on Alcoholism. by Marvin A. Block, 
M.D., 8 pages, 15 cents. 

I AM THE WIDOW OF AN ALCOHOLIC. Three articles 
combined. by Virginia Conroy, 16 pages, 20 cents. 

HOW EXPERTS MEASURE DRUNKENNESS. A partial 
transcript of an actual courtroom case. by H. A. Heise, 8 pages, 
15 cents. 

BARBITURATES, BOOZE AND OBITUARIES. A discus- 
sion of the dangers of mixing alcohol and barbiturates. by Donald 
A. Dukelow, 4 pages, 10 cents. 

TWELVE STEPS FOR ALCOHOLICS. A frank discussion of 
the meaning of an alcoholic behavior. by Richard Lake, 6 pages, 
10 cents. 


These articles are available in one pamphlet for 50c 


ALCOHOLICS ANONYMOUS. Written from the standpoint 
of a member, the basic treatment procedures are described and the 
psychological problems confronting the alcoholic are discussed. 
ALCOHOL AND CIRRHOSIS OF THE LIVER. Relationship 
between alcohol, diet and cirrhosis. Increasing stress on nutri- 
tional differences. by Russell S. Boles. 

HOW 10 HELP A PROBLEM DRINKER. Understanding the 
alcoholic’s capabilities, the necessity of help, causes of his con- 
dition. by Edward A, Strecker and Francis T. Chambers, Jr. 
THE TREATMENT OF ALCOHOLISM. Tracing the steps from 
convincing the alcoholic that he is sick through treatment and 
cure. by Lewis Inman Sharp. 

CONDITIONED REFLEX TREATMENT OF CHRONIC 
ALCOHOLISM. Its place among methods of treatment today, 
its development and correlation with personality factors. by 
Walter L. Voegtlin. 

INSTITUTIONAL FACILITIES FOR THE TREATMENT OF 
ALCOHOLISM. Comparative differences, in drinking, with the 
last century, new establishments and methods of treatment, lack 
of trained personnel. by E. H. L. Corwin. 


ADDRESS 
REQUESTS TO) 
ORDER DEPARTMENT 
AMERICAN MEDICAL ASSOCIATION 
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N. DEARBORN ST.,”CHICAGO 10, ILLINOIS 
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Established 1916 
Asheville. North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, 
rest, convalescence, drug and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is 
— with complete laboratory facilities including electroencephalography and 
X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly 
claims an all around climate for health and comfort. There are ample facilities for 
classification of patients. 
Wo. Ray Grirrin, Jr., M.D. Mark A. GrirFin, M.D. 
Ropert A. Grirrin, M.D. Mark A. GrirFin, Jr, M.D. 
For further information write APPALACHIAN HALL, Asuevitte, N. C. 


MARY POGUE SCHOOL, Inc. 


Complete facilities for training, educationally and 
socially, the retarded and epileptic. Girls from 8 and 
boys from 4— separate living accommodations. 
Small classes. Individual assistance. Physical and 
occupational therapy and recreational programs. 

Long term residential care available. 


Catalogue on request. 
G. H. Marquardt, M.D. Barclay J. MacGregor 
Medical Director Registrar 


65 Geneva Road, Wheaton, Ill. (near Chicago) 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


Specializing in Psycho-Therapy, and Physiological therapies includ- 
ing: 


© Insulin Shock © Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out et Shock Therapy 
Available 
CHICAGO 


Phone VI ctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 


J. DENNIS FREUND, M.D. <n 
Medical Director Psychiatric Methods. 
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WHAT WE KNOW ABOUT ALLERGY 
by Louis Tuft, 12 pages, 15 cents 


HOUSE DUST ALLERGY 
by Karl D. Figley, 8 pages, 15 cents 


FOOD ALLERGY 
by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


SKIN ALLERGY 
by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


ASTHMA AND HAY FEVER 
by Samuel M. Feinberg, M.D., 6 pages, 10 cents 


RAGWEED AND HAY FEVER 
by Oren C. Durham, 2 pages, 5 cents 


AMERICAN MEDICAL ASSOCIATION 
535 NORTH DEARBORN STREET @ CHICAGO 10 © ILLINOIS 


A.M.A. HEALTH PUBLICATIONS CATA 
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THE MENACE OF ALLERGIES : 
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eoucaion AND 
MEDICAL ECONOMICS 
SEND FOR YOUR BUREAU OF HEALTH EDUCATION 
FREE. AMERICAN MEDICAL ASSOCIATION 
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THE 
SHORTEST 
DISTANCE 
BETWEEN 


can be achieved with 


Trinexyphenidy! HC! LEDERLE 


Effectively helps restore smooth straight-line function in all forms 

of Parkinsonism. 

One of the best available preparations for sustained control of rigidity and minor 
tremors.! Also active against oculogyria and akinesia.? A basic drug for 
beginning treatment in all types of Parkinsonism." * 

Continually useful alone or in combination in most cases at any stage. 
Employable at any age.’ 

Gentle in action at therapeutic dosage.’ One of the drugs least likely 

to produce side effects.* 

Supplied: 2 mg. and 5 mg. TABLETS; ELIXIR, 2 mg. per 5 cc. teaspoonful 
Dosage: | mg. first day, gradually increased, according to response, to 
6-10 mg. daily divided in 3 doses at mealtimes. 


1. Doshay, L. J.: M. Clin. North America 40:1401 (Sept.) 1956. 
2. Doshay, L. J.: Current M. Dig. 22:11:49 (Nov.) 1955. 
3. De Jong, R. N.: J. Michigan M. Soc. 57:722 (May) 1958. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Peari River, New York u.8. pat. 


— 
j 
x 
4 
gee 
| 


CUMULATIVE SUBJECT INDEX 


The following Index is a cumulative list of significant subjects presented in 
this volume, followed by page number and month of presentation; page numbers 
refer to the bold face (dark) numbers in the text. Books reviewed are indexed 
alphabetically under the heading “Books.” 


A 
Age 
influence on SHP readings [Peck], 37 
(Jl) 
Alcohol 
ethyl: potentiating effect on tranquiliz- 
ers and other central depressants 
[Kopfmann & Hughes], 7 (J1) 
Alpha-chloralose 
episodic behavioral disorders activated 
by: epilepsy or schizophrenia [Mon- 
roe], 205 (Ag) 
American Board of Psychiatry and Neu- 
rology, Inc. 
examination schedule, 115 (J1) 
Announcements, 115 (J1) 
Anxiety 
reduction: effect of central depressants 
and alcoho] on [Kopfmann & Hughes], 
9 (Jl) 


Behavior 
direct instigation of change in, in psy- 
chotherapy [Stevenson], 99 (Jl) 
episodic disorders: 
epilepsy [Monroe], 205 (Ag) 
Books 
College Men at War [Monks], 233 (Ag) 
Diagnostica psichiatrica: Parte speciale 
[Rubino], 116 (Jl) 
Economics of Mental 
116 (Jl) 
Language and Psychology [Reiss], 118 
(Jl) 

Operators and Things: Inner Life of a 
Schizophrenic [O’Brien], 232 (Ag) 
Traite de psychiatrie [Barnk], 119 (Jl) 
Teaching and Learning of Psychother- 

apy [Ekstein & Wallerstein], 122 (Jl) 


Illness [Fein], 


Cc 


Chewing gum 
influence on SHP readings [Peck], 39 
(Jl) 
Chlorpromazine 
evaluation in geriatric patients [Robin- 
son], 41 (Jl) 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (Jl) 
triflupromazine, and prochlorperazine: 
treatment of chronic psychosis [Han- 
lon et al.J, 223 (Ag) 
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schizophrenia or 


Communication 
perception and, in 
[Rioch], 81 (J1) 
Culture 
Determination of response to hallucina- 
tory experience [Wallace], 58 (Jl) 


mental _ illness 


D 


Delirium tremens 
comparison of LSD-25 experience and 
[Ditman & Whittlesey], 47 (Jl) 
Delusions 
formation during activation of chronic 
schizophrenic patients [Stone & Eld- 
red], 177 (Ag) 
Depression 
adrenolutin-like substance in urine of 
patients with [Sulkowitch & Alt- 
schule], 108 (J1) 
neurophysiologic aspects: electromyo- 
graphic study [Whatmore & Ellis], 
70 (Jl) 
SHP test as aid in detection and meas- 
urement [Peck], 35 (Jl), 35 
Discrimination 
loss: effect of central depressants and 
alcohol on [Kopfmann & Hughes], 9 
(Jl) 
Dreams 
in natural history of schizophrenic ill- 
ness [Cappon], 33 (J1) 
relation of nocturnal orgasms to, in 
women [Winokur et al.], 180 (Ag) 


E 


EDITORIALS 
A. M. A. Archives of General Psychiatry 
[Grinker], 1 (Jl) 
Cumulative subject index, 2 (Jl) 
Electromyography 
study of neurophysiologic aspects of de- 
pressed states [Whatmore & Ellis], 
70 (Jl) 
Epilepsy 
episodic behavioral disorders: schizo- 
phrenia or [Monroe], 205 (Ag) 
Epinephrine 
and norepinephrine, infused: disappear- 
ance rates from plasma in normal 
and schizophrenic subjects [Cohen et 
al.], 228 (Ag) 
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F 
Family 
maintenance of sterotyped roles in 
schizophrenia [Ryckoff et al.], 93 (Jl) 
Fever 


influence on SHP readings [Peck], 38 
(Jl) 


G 


Geriatrics 
evaluation of drugs in geriatric patients 
[Robinson], 41 (Jl) 


H 


Hallucinations 
cultural determinants of response to 
[Wallace], 58 (Jl) 
Hospitals 
neuropsychiatric: practice of surgery in 
[Marchand], 123 (Ag) 
outpatient clinic: patients’ and physi- 
cians’ judgments of outcome of psy- 
chotherapy in [Board], 185 (Ag) 
Hyperponesis [Whatmore & Ellis], 91 (Jl) 


Imagination 
in natural history of schizophrenic ill- 
ness [Cappon], 17 (Jl) 
Infanticide 
obsessions of [Chapman], 12 (Jl) 
Iproniazid 
reserpine, triiodothyronine, and: effect 
on patients with mental illness [Gal- 
lagher et al.], 215 (Ag) 


L 


LSD-25: See Lysergic acid diethylamide 
Lysergic acid diethylamide 
experience: comparison with delirium 
tremens [Ditman & Whittlesey], 47 
(Jl) 


Marsilid: See Iproniazid 
Mealtimes 
influences on SHP readings [Peck], 39 
(Jl) 
Mental disease: See also Neuroses, Psy- 
choses 
effects of reserpine, iproniazid, and 
triiodothyronine, and of reserpine 
alone on [Gallagher et al.], 215 (Ag) 
perception and communication in pa- 
tients with [Rioch], 81 (J1) 
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Meprobamate 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (Jl) 
Metrazol: See Pentylenetetrazol U. S. P. 
Motor activity 
in depressed states: electromyographic 
study [Whatmore & Ellis], 70 (Jl) 


N 


Nervous system 
central: potentiating effect of alcohol on 
tranquilizers and other depressants 
[Kopfmann & Hughes], 7 (Jl) 
Neuropsychiatry 
hospitals for: practice of surgery in 
[Marchand], 123 (Ag) 
Neuroses 
orgasm, nocturnal, in women 
[Winokur et al.], 180 (Ag) 
parents of patients with [Fisher et al.], 
149 (Ag) 
Norepinephrine 
and epinephrine, infused: disappearance 
rates from plasma in normal and 
schizophrenic patients [Cohen et al.], 
228 (Ag) 


with 


Old Age: See Geriatrics 
Orgasm 
nocturnal, in women: relation to psy- 
chiatric illness, dreams, and develop- 
mental and sexual factors [Winokur 
et al.], 180 (Ag) 


P 


Pentobarbital 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 
Pentylenetetrazol U. S. P. 
evaluation in geriatric patients [Robin- 
son], 41 (Jl) 


Perception 
and communication in mental illness 
[Rioch], 81 
self-percepts among ulcer patients 


[Lieberman et al.], 167 (Ag) 
Phantasy 
morphology and other parameters in 
schizophrenias [Cappon], 17 (Jl) 
Phenaglycodol 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 
Prochlorperazine 
chlorpromazine, triflupromazine, and: 
treatment of chronic psychosis [Han- 
lon et al.], 223 (Ag) 
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Psychiatry 
terminations of treatment: reasons 
[Gedo], 3 (Jl) 
Psychoses: See also specific psychoses by 
name 
adrenolutin-like substance in urine of 
patients with [Sulkowitch & Alts- 
chule], 108 (J1) 
chronic: chlorpromazine, triflupromazine, 
and prochlorperazine in [Hanlon et 
al.], 223 (Ag) 
orgasm, nocturnal, in women with 
[Winokur et al.], 180 (Ag) 
symptom-rating scale for use with pa- 
tients with [Jenkins et al.], 197 (Ag) 
Psychotherapy 
difficulties in practice of [Gedo], 3 (J]) 
direct instigation of behavioral changes 
[Stevenson], 99 (J1) 
in outpatient clinic: patients’ and phy- 
sicians’ judgments of outcome [Board], 
185 (Ag) 
transactional model for [Grinker], 132 
(Ag) 


R 
Race 
influence on SHP readings [Peck], 37 
(Jl) 
Reserpine 


evaluation in geriatric patients [Robin- 
son], 41 (Jl) 

iproniazid, triiodothyronine, and: .effect 
on patients with mental illness [Gal- 
lagher et al.J, 215 (Ag) 

potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 

Response 

inability to respond to stimuli: effect of 
alcohol and tranquilizers [Kopfmann 
& Hughes], 10 (Jl) 


Saliva 
secretion test: See SHP test 
Schizophrenia 
chronic: delusion formation during ac- 
tivation [Stone & Eldred], 177 (Ag) 
episodic behavioral disorders: epilepsy 
or [Monroe], 205 (Ag) 
maintenance of stereotyped roles in 
families of patients with [Ryckoff et 
al.], 93 (Jl) 
morphology and other parameters of 
phantasy [Cappon], 17 (Jl) 
patients with: disappearance rates of 
infused epinephrine and norepineph- 
rine from plasma [Cohen et al.], 228 
(Ag) 
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Schizophrenia—continued 
parents of patients with [Fisher et al.], 
149 (Ag) 


Sex 
influence on SHP readings [Peck], 36 
(Jl) 
relation of nocturnal orgasm in women 
to sexual factors [Winokur et al.], 
180 (Ag) 
SHP test 
in detection and measurement of depres- 
sion [Peck], 35 (Jl) 
Smoking: See Tobacco 
Sodium 
glutamate: potentiating effect on tran- 
quilizers [Kopfmann & Hughes], 7 
Strongin, Hinsie, and Peck test: See SHP 
test 
Surgery 
practice in neuropsychiatric hospital 
[Marchand], 123 (Ag) 


Time of day 
influence on SHP readings [Peck], 39 
Tobacco 


influence of smoking on SHP readings 
[Peck], 38 (Jl) 


Tranquilizers 
potentiating effect of alcohol on [Kopf- 
mann & Hughes], 7 (J1) 


Triflupromazine 
chlorpromazine, and prochlorperazine: 
treatment of chronic psychosis [Han- 
lon et al.], 223 (Ag) 
Triiodothyronine 
reserpine, marsilid, and: effect on pa- 
tients with mental illness [Gallagher 
et al.] 215 (Ag) 
Trionine: See Triiodothyronine 


U 


Ulcers 
self-perceptual patterns among patients 
with [Lieberman et al.], 167 (Ag) 


Urine 
adrenolutin-like substance in psychotic 
and depressed patients [Sulkowitch & 
Altschule], 108 (J1) 


WwW 
Weight (body) 


influence on SHP readings [Peck], 38 
(Jl) 
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MINIMIZE HAZARDS 
of E.C.T. 


Chloride brand Suceinylcholine Chloride 


“,..removes practically all 
the previous risks inherent 


9° 16 


in the treatment. 


Confirming the contribution of ‘Anectine’ to safe E.C.T. therapy: 


Brody, J. 1. and Bellet, S.: Am.J.M.Sc. 233:40 (Jan.) 1957. 
Impastato, D. J. and Gabriel, A. R.: Dis.Nerv.System 18:334 (Jan.) 1957. 
Impastato, D. J. and Berg, S.: Am.J.Psychiat. 112:893 (May) 1950. 
Buckley, R. W. and Richards, W. L.: Ohio State M.J. 52:481 (May) 1956. 
Lewis, W. H., Jr.: Dis.Nerv.System 17:81 (Mar.) 1956. 
Moore, D. C. and Bridenbaugh, L. D., Jr.: Anesthesiology 17:212 (Jan.) 1956. 
Jacoby, J., et al.: J.Clin.& Exper.Psychopathol. 16:265 (Dec.) 1955. 
Newbury, C. L. and Etter, L. E.: A.M.A.Arch.Neurol.& Psychiat. 74:472 ( Nov.) 1955. 
Newbury, C. L. and Etter, L. E.: /bid. 74:479 (Nov.) 1955. 
Impastato, D. J.: J.M.Soc.New Jersey 52:528 (Oct.) 1955. 
Lincoln, J. R. and Broggi, F. S.: New England J.Med. 253 :546 (Sept.) 1955 
Tucker, W. L., Fleming, R., and Raeder, O.: /bid. 253:451 (Sept.) 1955 
Rietman, H. J. and Delgado, E.: Dis. Nerv.System 16:237 ( Aug.) 1955. 
Lewis, W. H., Richardson, D. J., and Gahagan, L. H.: New England J.Med. 252-1016 (June) 1955. 
Glover, B. H. and Roisum, B. H.: J.Nerv.& Ment.Dis. 120:358 (Nov.-Dec.) 1954 
Saltzman, C., Konfkov, W., and Relyea, R. P.: Dis.Nerv.System 16:153 (May) 1955, 
7. Robie, T. R.: J.M.Soc.New Jersey 52:82 (Feb.) 1955. 
Schiele, B. C. and Margolis, P. M.: Minnesota Med. 38:1 (Jan.) 1955. 
. Wilson, W. P., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:550 (Nov.) 1954. 
. Steven, R. J. M., et al.: Anesthesiology 15:623 ( Nov.) 1954. 
. Holt, W. L., Jr.: New York State J.Med. 54:1918 (July) 1954. 
2. Holmberg, G., et al.: A.M.A.Arch.Neurol.& Psychiat. 72:73 (July) 1954. 
. Dewald, P. A., Margolis, N. M., and Weiner, H.: J.A.M.A. 154:981 (Mar.) 1954. 
. Wilson, W. P. and Nowill, W. K.: A.M.A.Arch.Neurol.& Psychiat. 71.122 (Jan.) 1954 
5. Moss, B. F., Jr., Thigpen, C. H., and Robinson, W. P.: Am.J.Psychiat. 109:895 (June) 1953. 
Holt, W. L., Jr., et al.: Confinia neurol. 13:313, 1953. 
7. Murray, N.: Texas Rep.Biol.& Med. 11:593, 1953. 
Murray, N.: Confinia neurol. 13:320, 1953. 
. Alexander, L., Gilbert, IL. E., and White, S. E.: /bid. 13 :325, 1953. 
. MeDowell, D. H., Rahill, M. A., and Tyndall, J. A.: J Irish M.A. 31-240, 1952 
Holmijerg, G. and Thesteff, S.: Am.J.Psychiat. 108:842, 1952. 
32. Altschule, M. D. and Tillotson, kK. J.: New England J.Med. 238:113 (Jan.) 1948. 
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BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N.Y. 


there is a dosage form 
of “Compazine’ 


for every hospital need 


, + 
Concentrate*, 10 mg./cc. (available to hospitals only)—convenient 
liquid form for those patients who “cheek’’ tablets; for those patients 
who refuse oral medication it can be easily disguised by mixing with 


liquid or semisolid foods. 


Tablets*, § mg., 10 mg. and (primarily for use in psychiatry) 25 mg. 
for convenient manipulation of dosage. 


Spansule' capsules’, 10 mg., 1§ mg., 30 mg. and (primarily for 
use in psychiatry) 75 mg.—for convenient all-day or all-night 


therapeutic effect with a single oral dose. 


+ 
Ampuls*, 2 cc. (§ mg./cc.)—for immediate control of disturbed 


patients. 


Multiple dose vials*, io cc. (s mg. cc.)- for greater economy, 


convenience and flexibility of doses. 


Suppositories, § mg. and 25 mg.—when neither oral nor parenteral 


administration 1S feasible. 


Syrup, § mg./teaspoonful (5 cc.)—for the very young or very old. 


tSpecial Hospital Packages available to non-profit and government hospitals. 


Compazine 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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